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Abstract  
This thesis analyses doctors empathising with patients in palliative care interactions. Historically, 
palliative care has Although 
the importance of empathy (defined for the purposes of this thesis as 
) has been emphasised in this environment, 
however, there has been no prior research showing how palliative care doctors actually empathise 
with their patients in practice. Drawing upon 37 recordings of doctor-patient consultations collected 
in a UK hospice, this thesis addresses this omission by using conversation analysis (CA) to analyse 
several facets of empathy in this environment. 
 The analysis begins in chapter four by considering the ways in which doctors can empathise 
with patients. It shows how doctors can empathise semantically, either by reworking what the 
patient has themselves said or by showing understanding on a normative basis. It also considers 
non-semantic ways of displaying empathy (e.g. response cries), showing how these are 
fundamentally different to the semantic type of empathic display. Overall, this chapter shows that 
empathy is not restricted to particular formats but, rather, is dependent upon the content of the 
 
The analysis then moves on consid  empathic responses. 
Chapter five, first of all, analyses tions become the topic of the 
interaction, either because the doctor asks about them directly or because the patient raises an 
emotionally-implicative topic. The emphasis here is on how palliative care doctors can talk to 
patients about, and empathise with, their emotions without necessarily having to do anything about 
those emotions.  
more task-driven aspects of the consultation, either because 
an emotional impact on them or because their presenting problem is inherently emotional. In 
re can be treated by the 
doctor without the emotions being topicalised.  
The final two chapters of the analysis focus on doctors empathising with patients not in 
response to something that the patient has said but in the service of some task. Chapter seven 
shows how doctors can empathically bridge the gap b
experiential perspectives at moments where it becomes clear that there is a disparity between the 
two. These include moments where the patient expresses expectations that go beyond what can 
realistically be provided, 
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moments where the doctor must reassure patients about their symptoms without seeming to 
criticise their emotional responses to those symptoms. 
Chapter eight, meanwhile, shows how doctors can empathically demonstrate that their 
Specifically, it shows how 
doctors can draw upon patients  feelings in helping them come to a decision about a treatment, cite 
those feelings when accounting for a treatment that they have recommended and frame a difficult 
topic as an outgrowth of sentiments that the patient has already expressed.  
In conclusion, this thesis shows how empathy is not clearly demarcated in palliative care. 
While there are cases where patients  emotions are discussed and empathised with for the sake of 
discussing and empathising with them, more commonly, empathy and emotion are interwoven 
alongside and into the task-driven aspects of consultations. This thesis thus shows the interactional 
alongside their physical pain in an integrated, holistic way. 
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1 This point will be discussed in greater depth in the next chapter.  
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4
                                                          
2 The work listed in this paragraph is only a sampling of a broader body of work on the sociology of death (see, 
for example, Clark, 1993; Thompson et al., 2016) that has attempted to situate the dying process socially and 
culturally.  
3 This focus on the curative role of medicine is matched by the medical sociology of the time, upon which 
much subsequent medical sociology has been based. Take, for example, the work of Parsons (1951/1987), who 
 
4 These descriptors are taken from a longer, often-
alive in the efficient if cold altruism of a large hospital than expire in a gush of 
(Hughes, 2000). 
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5  began in my back but now it seems that all of me is  
6 Note that the names given for these categories of pain can change between authors, although the aspects to 
which they refer are usually the same. 
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relation to, for example, holistic medicine.  
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Chapter 2 
Theoretical and methodological approaches to empathy   
 
Introduction 
In chapter one, it was shown that empathy plays a prominent role in palliative care but that, overall, 
there has been a lack of research on empathy in interaction in this context. It was also claimed that 
when research has been done on empathy in this subject, the methodologies used to do so would be 
insufficient for the aims of the present research and an alternative will thus be required.  
The aim of this chapter is to both highlight some of the issues with earlier approaches to 
clinical empathy and, in response, to introduce the approach adopted in the present research. 
reviews the most popular approaches to 
clinical empathy, highlighting the findings that they have yielded while also noting some of the 
introduces the approach of the present research, conversation analysis, comparing it with the 
approaches from the previous section and highlighting how it deals with the issues noted therein. 
Section thre vant 
findings yielded by this approach which form the precedent for the present research.  
 
1. Existing approaches to empathy 
This review will outline the approaches used in prior clinical empathy research. We got a flavour of 
these approaches in the previous chapter, where we saw some examples of empathy research in 
palliative care. This subsection will now show why these approaches will not be used in the present 
research. 
The aim here is not to discuss only the specific methods used in earlier palliative care 
research, however - if this were the case, after all, it would be easy to simply adopt a different tool. 
Instead, this section will demonstrate why the present research, having expressed an intention to 
research clinical empathy, will not be using either of the approaches that are, according to reviews 
by Pedersen (2009) and Hemmerdinger, Stoddart and Lilford (2007), the most well-established 
means of doing so: scales and coded observational approaches9. For this reason, the section that 
                                                          
9 (2009) categories of empathy measures, which are: self-report 
measures, observer rating or coding of behaviour, patient-rating measures and miscellaneous. Here, self-report 
measures and patient-rating measures 
taking the same basic approach to clinical empathy regardless of whether it is the doctor or patient filling it in. 
Observer rating or coding of behaviour is retained as and miscellaneous scales are not 
discussed due to their rarity (Pedersen lists only seven). 
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follows is broader than the previous chapter, focusing on the wider medical field in which these 
approaches have been used.  
This means that none of the literature reviewed in this section will be directly antecedent to 
the present research. Covering it is important, however, because it is only by comparison with 
existing approaches that the distinctive nature of the conversation analytic approach to be adopted 
will become clear. In other words, it is necessary to establish in this subsection what the present 
research will not be doing before going on, in the next subsection, to highlight what it will be doing.  
 
 
10
 
 
                                                          
10 Claims of prominence are based on citations in reviews by Pedersen (2009) and Hemmerdinger et al. (2007).  
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11 This illustrates nt that, although the cognitive-affective distinction is widely accepted 
, p. 696). 
12 For the final version of the CARE measure see: http://www.caremeasure.org/CAREEng.pdf 
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1 Analysing empathy via predefined proxies, not as it occurs in interaction. 
2. Failing to consider how doctors and patients themselves regard empathy. 
3. Confusion as to whether empathy should be measured as an attitude, personality construct or 
something else. 
4. The lack of a consistent definition of empathy. 
5. The lack of nuance in and rigidity of definitions, once established.  
6. Asymmetric focus on one party, rather than how all parties contribute to empathy.  
  
 
 
 
 
The previous section reviewed how earlier researchers have approached clinical empathy, outlining 
the findings yielded by this research while also noting some of the major criticisms of it. These 
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criticisms focused on how this research has been detached from how empathy is done in practice in 
interaction, rigid, pre-established 
codes.  
Given these criticisms, it was noted that an alternative approach (conversation analysis  
hereafter CA) would be adopted in the present research. This section will, therefore, outline this 
approach, both on its own terms and in contrast to the approaches outlined previously. The first 
istory and core methodological prin of CA, 
focusing on its background, theoretical assumptions and the particular tradition of CA work into 
pathy and 
emotion, discussing both general CA methodological literature and the approach taken by earlier CA 
empathy research in particular. 
implications of this approach for how CA conceptualises empathy.  
 
2.1. CA history and core methodological principles  
CA is an approach to the analysis of talk-in-interaction developed by Harvey Sacks, in collaboration 
with Emmanuel Schegloff and Gail Jefferson. CA history is difficult to summarise due to the diverse 
range of influences upon which Sacks drew (Maynard, 2013), but it can be contextualised as part of a 
general trend towards the analysis of language-in-use around the time that Sacks was working. 
Theorists cited as antecedents to Sacks thus include Bales and Homans, who developed category-
systems for the study of interaction (Psathas, 1995; Silverman, 1998), and speech-act theorists such 
as J.L. Austin and John Searle, who sought to identify the actions performed by utterances 
(Silverman, 1998). Particularly influential (  & Prevignano, 2003) on the development of CA 
was the work of Erving Goffman and Harold Garfinkel, the former for his ethnographies of social 
conduct, the latter for his work on the methods via which humans organise their conduct (Maynard, 
2013; Silverman, 1998). 
Following on from Garfinkel, the key methodological assumption underlying CA is that 
conversation is orderly. This assumption is reflected in a famous quote by Sacks (1995), who stated 
1995) who, 
interested in conversational orderliness not as an abstract concept but as something that can be (to 
 its 
995, p. 
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395). In practice, this means utilising audio or, where possible, video recordings of actual 
interactions as the basis for analysis, as opposed to reconstructed or artificial conversations.  
The main focus of early CA research was on technical conversational phenomena, such as 
turn-taking (Sacks, Schegloff & Jefferson, 1974), repair (Schegloff, Jefferson & Sacks, 1977) and 
overlap (Jefferson, 1984a). Beginning around the 1980s, however, there developed a greater focus 
on CA in professional setting such as courtrooms 
14  
 
2.2. The CA approach to empathy and emotion 
The present research will thus fall into a more general tradition of CA research in institutional 
contexts. It is now worth considering how other conversation analysts have approached15 the study 
of empathy in such contexts.  
A good place to start with this are conversation analysts Hepburn and Potter (2007). In their 
work on empathy in a child protection helpline, they suggest two possible approaches. The first 
for its interact We did, of course, see examples of this kind of approach 
in the previous section. The Empathic Communication Coding System (Bylund & Makoul, 2002), for 
example, was developed by first using a questionnaire to determine which behaviours patients saw 
as empathic before subsequently ranking and coding these behaviours in actual interactions. The 
Jefferson Scale of Physician Empathy (Hojat et al., 2001), meanwhile, although not looking for 
s developed using conceptions of empathy found in the 
earlier literature. 
 
                                                          
14 The applications of the findings from the present research will be discussed in the final chapter. 
15 Note that this section will focus only on the methodological ideas of earlier CA researchers. The actual 
findings from this earlier research will be covered in the next section. 
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This approach has, of course, yielded valuable findings when employed in previous studies, yet it is 
not the approach to be taken by the present research. Instead, this research will adhere to the 
second approach suggested by Hepburn and Potter (2007) (which is also the approach that they 
notions of empathy. This is in line with CA more generally, which advocates taking an inductive, 
-
(Psathas, 1995; Sacks, 1995; Silverman, 1998). In some CA work, this entails starting with a piece of 
data without a clear idea of what might be of interest, instead waiting for a particular feature to 
. 597). They also note an alternative 
 
Starting with interactions in this way avoids the problems of establishing a strict definition 
before looking at the data (as seen in the aforementioned case noted by Stone et al. (2012) where 
the rigidity of a coding system precluded the identification of a moment that nonetheless seemed 
empathic). One solution to this problem would, of course, be to develop a more detailed or flexible 
coding system. Such a system would ultimately face the same problems, however. As conversation 
analysts Maynard and Heritage (2005) note when discussing communication research in medicine, 
coding systems u -
428). CA, by contrast, does not see empathy as a clearly-
From a practical perspective, this means that CA is more flexible in how it treats empathy as a 
phenomenon, allowing for the analyst to develop and, if necessary, alter their understanding 
throughout the analytic process.  
 
2.3. The CA concept of empathy 
Aside from its practical implications, Hepburn and Potter  (2007) approach also has deeper 
implications for the understanding of empathy as a concept. As Silverman and Peräkylä (1990) note, 
Rogers (1975), who sees empathy as a form of introspection which a therapist can then 
communicate to a client. In other words, empathy is approached as something internal which then 
gets externalised through displays of understanding.  
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As Silverman and Peräkylä (1990) go on to suggest, such accounts of empathy make a 
conceptual leap inasmuch as they are treating public actions (the verbal and non-verbal practices 
used to show understanding) as indicators of a private, inaccessible mental process 
(2009) criticism of coding systems in the previous section). The approach they advocate is thus to 
- 313). Again, 
this is congruent with more fundamental CA principles. In one of his earliest recorded lectures, for 
 While some 
conversation analysts have argued for ways in which mental states can be taken into account in the 
course of interaction (e.g. Drew, 2005; Pomerantz, 2005), such methods have been controversial 
(see Maynard, 2006; Potter, 2006; Potter & te Mulder, 2005) and have not been used, anyway, in 
prior CA research on empathy. As such, they will not be used in the present research either.  
This approach is also congruent with research that has studied emotion (without which, of 
course, there could be no empathy) as an interactional phenomenon. Goodwin, Cekaite and 
Goodwin (2012), for example, note that the traditional approach to emotion has seen it as 
. 
Hochschild (1979, 2003) refers to this  
emotion, seeing it as a social, rather than internal, phenomenon. It is this approach that, broadly 
3, p. 332 -333).  This includes research on how 
emotions are displayed in relation to the environment (Goodwin & Goodwin, 2000; Goodwin et al., 
Wilkinson & Kitzinger, 2006), research on how emotional displays (e.g. laughter and crying) can be 
used to perform delicate interactional tasks (Jefferson, 1985a) and how they are responded to 
(Hepburn & Potter, 2007, 2012; Moore, 2009; Weatherall, 2015; Weatherall & Stubbe, 2015), and 
research on how emotions are accountable in institutional contexts (Whalen & Zimmerman, 1998) 
(see Peräkylä and Sorjonen (2012) for a collection of CA work on this topic). Work in the related field 
of discursive psychology, meanwhile, has approached emotions not as internal states but has instead 
; see also Harré and Gillet, 1994).  
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It should be made clear that the CA approach to empathy and emotion does not deny the 
existence of internal processes. This point can be illustrated with reference to Larson and Yao (2005), 
does not suggest that all empathy is surface acting without any deep acting. However, it does treat 
whatever deep acting might be going on as inaccessible, and thus irrelevant when attempting to 
understand how empathy is actually done (Maynard, 2006). 
psychological propensity 
(Silverman & Peräkylä, 1990, p. 312). As Ruusuvuori (2005) notes, this means seeing 
sequential [process] in talk-in- of 
 
Seeing empathy and emotion as sequential processes is significant in several ways. Firstly, it 
means that these phenomena can only be properly understood in their interactional context. As 
Heritage (1984) notes, conversational turns are influenced by what has become before (context-
dependence) and influence what comes afterwards (context-renewing). Whereas other approaches 
might 
a
Heritage, 2005, p. 428) of coding systems, CA assumes that conversational 
Heritage, 
1984, p. 242).  
Following on from this, the interactional approach also has implications for the question of 
who 
empathy, after all, is that it places undue emphasis on either the doctor or the patient, neglecting 
the other party in the process. Theorists working in the coding tradition have echoed these 
criticisms, with Bylund and Makoul (2005) suggesting that empathy is best seen as a product of 
 between doctor and patient. CA further develops this idea, taking into account 
the role that doctor and pati -
Heritage, 2005). 
stand in marked contrast with how empathy gets brought off in the midst of practical, collaborative 
how both parties in an interaction can play a role in the production of emotional moments. It is also 
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aligned with Peräkylä (2008), who shows how und
 
This co-constructive approach is closely aligned, moreover, with the nature of the present 
research. As established throughout chapter one, empathy and palliative care are linked in that they 
are both rooted in an egalitarian approach to medicine
personhood al
Halpern, 2003, 2011). The co-constructive nature of CA means that it, too, is linked to this outlook. 
-construction is a direct research embodiment 
of patient-centredness and it facilitates the biopsychosocial approach to the [medical] interview, as 
well as a more recent emphasis on relationship-centred care -434, emphasis in original) (cf. 
. 
To summarise, the present research will approach empathy and emotion as interactional 
processes, co-constructed by both doctor and patient and properly understandable only in their 
sequential contexts. Whereas earlier research (particularly questionnaire scale-based research) into 
clinical empathy has been criticised, then, for confusing attitudes towards empathy with empathy 
(Pedersen, 2009), CA bypasses this problem entirely by focusing only what can be observed (i.e. the 
interaction). CA is not, therefore, 
and coding systems. Instead, it is a fundamentally different perspective on the topic, grounded in a 
distinct set of theoretical assumptions about how empathy can be understood and analysed. 
 
3. CA research on palliative care and empathy 
Having now introduced the principles of CA, the next section will show how previous researchers on 
empathy have put these principles into practice. Specifically, it will focus on two existing bodies of 
conversation analytic (CA) findings. The first section will focus on CA 
research done in palliative care and other serious health environments (e.g. oncology) on topics 
closely related to empathy. The second section , meanwhile, will focus on 
prior CA research on empathy itself, both in everyday contexts and institutional contexts. The third 
for the present research.  
 
3.1. CA work on palliative care 
As suggested above, medical interactions have been a cornerstone of institutional CA. Drew, 
Chatwin and Collins (2001) note the benefits that turn-by-turn analysis can have in, for example, 
illustrating how the details of what a doctor says and how they say it (turn design) can be linked to 
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patient participation in a consultation. Illustrations of this can be found across the CA literature. 
Drew, Chatwin and Collins (2001) themselves cite, as one example, the work of Heritage and Stivers 
(1999), who showed that doctors commenting on symptoms during the course of physical 
diagnosis. Elsewhere in the literature, Heritage, Robinson, Elliott, Beckett and Wilkes (2007) found 
that doctors 
recommendations when they were made for (rather than against) a treatment. As Drew, Chatwin 
and Collins -patient interaction, CA research shows that, and how, the 
selections which doctors make in designing their turns have certain consequences for what patients 
go on to say and do  
Despite covering a range of medical contexts, there has been little CA work on palliative 
care. An early ethnomethodological study (Sudnow, 1967) did focus on dying in two American 
pr
is entirely irrelevant to the present research. Indeed, given the time at which he was writing (the 
dead prior to being physically dead) is a blunt illustration of the state of affairs that the palliative 
in a more ethnographic tradition than the detailed interactional focus of the present research. 
Sudnow (1967) does not claim to be using CA in his study. Even work that does, however, 
has not used the form of CA employed in the present research. Arber (2007), for example, 
synthesises CA with discourse analysis in her ethnographic study of palliative care, which anyway 
focuses on interactions (specifically, team meetings) between nurses and doctors, not doctors and 
patients. Li and Arber (2006) do focus on patients in palliative care, but only as they are discussed 
amongst professionals and, again, using CA in conjunction with discourse analysis. Like Sudnow 
(1967), then, these studies are both topically and methodologically distinct from the present 
research.  
The only researcher to approach palliative care in the manner of the present research, 
therefore, is Cunningham (2012), who analysed interactions between doctors and patients in 
s, though, was on the different types of question designs that 
palliative care doctors use when asking patients about their pain, as well as the answers that these 
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questions elicit. This means that, while her work does contribute to the understanding of palliative 
care interaction more generally, it is still topically distinct from the present research.  
To summarise so far, not only has empathy in palliative care been understudied by CA but 
palliative care in general. There is, however, CA work on topics closely related to palliative care. For 
example, there has been a notable strand of CA work on oncology, an area which overlaps with 
palliative care to a large extent. In a two part article, Beach and Anderson (2003a, 2003b) first 
critique earlier work in oncology, echoing the criticisms of clinical empathy research above when 
they argue that the overwhelming use of self-report measures (such as interviews and surveys) in 
each & Anderson, 2003a, p. 3). 
In the second part of their article, they argue for applying CA in interactional cancer 
research, drawing upon a study into telephone calls between family members, one of whom had 
been diagnosed with terminal cancer. While the examples they provide are focused on a non-clinical 
environment, therefore, they still demonstrate the value of applying CA in serious health contexts 
(Beach & Anderson, 2003b; see also Beach, 2009). More relevant still, Beach, Easter, Good and 
Pigeron (2005) analyse how patients in oncology express fears and how doctors respond to those 
fears. They analyse various cases in which patients hint at psychosocial concerns related to their 
illness (or potential illness) and doctors consistently pursue a more biomedical line in response. In 
to the present research  the 
role of emotions in serious health contexts. Beach and Dozier (2015) also research this topic using 
CA, although only to define conversational topics that were subsequently coded quantitatively.  
Another strand of CA work related to the present study focuses on news delivery in medical 
interaction. Maynard and Frankel (2006), for example, compare the delivery of good and bad news 
in medical environments. They argue that, although both good and bad news delivery sequences 
follow basically the same pattern, good news is delivered openly and is semantically treated as 
owledged in the talk itself.  
Also focusing on bad news delivery, and particularly relevant to the present study, are Lutfey 
and Maynard (1998), who analyse interactions between a doctor and three terminally ill patients. 
They focus on how the doctor informs the patients that their cancer is no longer treatable, with their 
a (Jefferson, 
1985b) ing degrees by patients. In their first instance, for 
example, there is little unpackaging  that is, although the doctor works in multiple ways to 
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introduce the topics of death and dying to the conversation (including bringing up the topic of 
hospice care, asking the patient about the future and presenting his own concerns about the 
ient and his partner remain unreceptive, often steering the conversation 
in different directions. In two other illustrations, however, the patients are shown to be more 
c reaction with 
part, albeit in a way that is quite euphemistic).  
It should be noted that the type of bad news delivery discussed in these articles is not 
directly relevant to the present research, given that it will focus on interactions in an environment 
where patients are known to be terminally ill. Nonetheless, as Maynard and Frankel (2006) indicate, 
 result in dramatic and emotion-filled 
experiences for both the patient and the physician, and have profound legal, ethical and social 
 all of which will indeed be of relevance to the present research.  
These articles are also related to work on how emotionally-charged topics are broached in 
other institutional environments. Lutfey and Maynard (1998), for example, cite Peräkylä and 
IDS counselling (Peräkylä, 1993, 1995; Silverman & Peräkylä, 1990). This work 
is extensive, focusing on question formats and other techniques via which counsellors can tactfully 
Related to this, Maynard, Cortez and 
Campbell (2016) analyse sequences in end of life oncology interactions where the doctor elicits from 
the patient an appreciation of, for example, having lived longer than they were expected to 
 Overall, this work provides general precedent for applying CA to sensitive 
topics in a serious health context.  
 
3.2. CA work on empathy 
CA work done on empathy in non-
institutional context
hy identified by earlier 
researchers. 
  
3.2.1. Empathy in everyday interaction 
Jefferson (1988) delineates a tentative structure for troubles telling sequences in everyday 
conversation. She notes that, once it is clear that a speaker is describing a troublesome experience, 
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16. While 
Jefferson analyses empathy only as a component of a longer troubles-telling sequence, then, her 
work does anticipate later work focusing on empathy as a topic in its own right. 
One such piece of work is Heritage (2011), whose analysis covers two areas. Firstly, Heritage 
analyses how empathic moments are created in everyday conversation. For example, he observes 
that speakers can use -
 anecdote, thus 
making them complicit in any empathic response that the listener may have to these (Heritage, 
um of conversational practices 
ranging from the empathic to unempathic. These practices are employed, he suggests, in situations 
where a listener does not have immediate access to the experiences described by a speaker and 
ere the listener asks the speaker about an ancillary aspect of the experience they have 
described, thus avoiding the need to empathise. More empathic practices, meanwhile, involve 
ne the speaker would 
issue in the situation describe of empathy is thus grounded in described 
s and listeners have to them.  
Following on from Heritage (2011), Kupetz (2014) analyses empathy in everyday interactions 
between individuals describing emotional experiences. She shows that when the speaker is in the 
and response cries. As the speaker elaborates upon her experience, however, the listener uses more 
substantial empathic displays, such as formulations (see below) and relating a similar experience. 
Kupetz suggests that the former type of display shows apprehension whereas the latter shows 
comprehension, a distinction which she links to the affective-cognitive distinction in the wider 
empathy literature. Couper-Kuhlen (2012), similarly, suggests that response cries are ambiguous on 
their own, relying on prosody to convey empathy. She thus notes that, normatively, they are 
followed up by substantial, lexical empathic displays.  
 
                                                          
16 It is worth noting that Jefferson olly, 
interchangeably. As Kupetz (2014) notes, this has been a recurring issue in the CA literature on empathy, with 
ffiliation, empathy, and validation 
for example, Stivers, 2008). While this review will thus cover literature where the authors identify themselves 
at least once as analysing empathy, the present research will be grounded in a more specific understanding of 
empathy, as will be discussed below. 
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3.2.2. The role of empathy in institutional contexts  
Like Jefferson (1988) and Heritage (2011), Kupetz (2014)  in everyday 
interaction. As she herself indicates, however, there are important differences between empathy in 
this type of interaction and empathy in institutional interaction, which limits the applicability of their 
findings to the present research. More relevant here, therefore, is the larger body of work on 
empathy in institutional interactions. A recurring subject of this work has in fact been the interplay 
between empathy as a conversational, interpersonal resource and institutional tasks. Doctors, for 
exampl -telling to both reassure 
the patient and to move on to the prescribing of a cure (Ruusuvuori, 2005, 2007). 
In telephone helplines, on the other hand, Hepburn and Potter (2007) and Moore (2009) 
note a tension between the strict rules on objectivity to which organisations adhere, and the use of 
language which sounds empathic in a personal or friendly way. Again, though, they note 
role in simultaneously reassuring a caller who is upset and in bringing that caller back to the object 
of the interaction. Weatherall and Stubbe (2015), meanwhile, suggest that call-takers in a dispute 
resolution service can withhold empathic responses until the end of the call, after the business has 
been dealt with. Kitzinger (2011) analyses a similar case in childbirth helpline, where the call-taker 
explicitly withheld empathic responses so as not to distract from the more task-oriented goal of the 
call. Kitzinger also notes, however, that an empathic response could in fact help along the task-
oriented aspect of the call by showing the caller that her troubles have been receipted. 
Voutilainen (2012) makes similar points in psychotherapy. She shows how psychotherapists 
displaying empathy. However, 
she also notes that these empathic responses often served a dual function more closely related to 
psychotherapeutic tasks such as interpretation, the nature of which became clear as the interaction 
continued. She also analyses a case where a psychotherapist did not initially respond empathically, 
an absence that was explicitly discussed later in the session. In sum, Voutilainen (2012) shows that 
 (p. 250) in 
psychotherapy. This again highlights the complex role that empathy plays in institutional interaction.  
Heritage and Lindström (2012) consider related issues in interactions between a health 
degree of warmth 
towards her baby. They show 
otional disclosures become increasingly intense, shifting away from the 
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3.2.3. Empathic practices in institutional interaction 
uch institutional CA work on empathy has focused on the 
practices that professionals use to display empathy17. Perhaps the most commonly identified such 
practice is for the professional to name 
refer 
Muntigl and Horvath (2014), 
 (1.0) to be a potentially 
empathic practice. Muntigl, Knight and Watkins (2014) 
empathic practice, giving an 
Pudlinski (2005) uses a similar definition in his study of a peer support line, where 
7), however, argue that many of Pudlinski  (2005) 
examples  including the one just cited - are not strictly empathic because they do not feature an 
utterances which name 
a marker that the speaker does not have 
direct access  
Another empathic actio
gist and upshot formulations, with the former referring to one speaker summarising what another 
speaker has said and the latter referring to drawing out the implications of what another speaker has 
said (Heritage & Watson, 1979). Muntigl, Knight and Watkins (2014) focus on both types, showing 
how a therapist can show an understanding of 
have said , as well as showing an understanding of 
implicit troubles by formulating the upshot of what they have said 
pr
empathic practice, as do Beach and Dixson (2001) and Weiste and Peräkylä (2014). Silverman and 
involves a psychotherapist syntacticall
                                                          
17 Note that the relevance of these practices for the present research will be discussed in the first chapter of 
the analysis  the aim here is simply to provide an overview. 
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p  
recognised ways of 
displaying empathy in the CA literature. They are also close to the definitions employed by non-CA 
researchers. The aforementioned RIAS, for example, sees empathic statements as those which 
resembles the kinds of active or reflective 
listening linked to empathy in therapy (Hutchby, 2005).  
CA researchers have, however, identified many other empathic practices besides these two, 
albeit less frequently. Some researchers, for example, have noted the potential for professionals to 
giving an example of 
 similarly, features a case where a homeopath 
tells a story about a traumatic childhood incident in response to -telling. 
Ruusuvuori emphasises the rarity of this practice and notes that the patient draws the focus back to 
her own experience in response. 
Related to this, Kuroshima and Iwata (2016) analyse a case where a volunteer working with a 
victim of the 2011 Japan tsunami empathises by relating a similar experience. Crucially, they also (in 
pposing cases where volunteers recognise the exceptionality 
and Lindström (2012), meanwhile, analyse a health visitor 
reassuring a new mother that her ambivalent feelings towards her child are normal by describing 
how she went through a similar experience. As they note, this practice is particularly important in 
this case because the mother has described her feelings of isolation and her fear that she is 
somehow abnormal in her feelings towards her child. 
Pudlinski (2005) also analyses 
pain, describes how she has to attend physical therapy. In addition to this, Pudlinski identifies 
perhaps the most eclectic set of empathic practices in the CA literature, which include the service 
provider 
  
So far, this review has focused on semantic manifestations of empathy. Formulations, for 
example, are considered empathic based on what they are saying, not how they are said. CA 
researchers have, however, noted non-semantic ways in which professionals display empathy. 
Muntigl, Knight and Watkins (2014), for example, suggest that a therapist co-
utterance is empathic that the therapist is immediately able to grasp the 
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he same paper, the authors suggest that nodding can be a 
-
where a therapist nods at points where a client is expressing their stance towards the events they 
are describing (see also Stivers, 2008). Wynn and Wynn (2006), also, analyse a case where a 
therapist, while displaying her semantic 
hand on her shoulder.  
Weiste and Peräkylä (2014), meanwhile, analyse the role of intonation in displaying 
empathy. While focusing on formulations, as above, they also consider 
producing these utterances. They found that the when 
n (i.e. empathising with them). A mismatch 
occurred, on the other hand, 
state. In explaining their results, Weiste and Peräkylä (2014) draw upon the cognitive-affective 
distinction, arguing that affective empathy is expressed prosodically rather than semantically. 
arch is linked 
to a wider body of work on prosodic orientation (Reed, 2009) or prosodic matching (Gorisch, Wells & 
Brown, 2012).  
Related to this, Kitzinger (2011) suggests that response cries (to convey 
disgust) and ise) are a way of displaying empathy in childbirth helplines. 
Weatherall and Stubbe (2015) suggest, meanwhile, that response cries are an empathic response in 
telephone-mediated dispute resolution, although they also note that they typically only appear at 
the end of the call, after the main institutional business has been dealt with.  
 
3.3. Summary 
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In the second subsection, meanwhile, we saw how CA work on empathy has covered a range 
of environments, from the everyday (Heritage, 2011; Jefferson, 1988; Kupetz, 2014) to the 
institutional. In this latter category, there has been work on psychotherapy interactions (Muntigl, 
Knight & Watkins, 2014; Voutilainen, 2012; Weiste & Peräkylä, 2014; Wynn & Wynn, 2006), helpline 
calls (Hepburn & Potter, 2007; Kitzinger, 2011; Moore, 2009; Pudlinski, 2005), general doctor-patient 
interactions (Ruusuvuori, 2005, 2007), AIDS counselling (Silverman & Peräkylä, 1990) and disaster 
relief (Kuroshima & Iwata, 2016).  
Despite the diversity of all this research, however, there has been no prior CA research on 
empathy in palliative care. While many of the studies described do clearly bear some similarity to 
palliative care, either in the medical context (e.g. Ruusuvuori, 2005, 2007) or in the intensity of the 
(outlined above) make anything beyond general comparisons difficult. The aim of the present 
research is thus to unite these two bodies of CA work, building upon the insights provided by the 
prior empathy work outlined in this section to elucidate upon interactions in the kinds of serious 
health contexts outlined in the previous section.  The next chapter will thus show how the data for 
the present research were collected and analysed. 
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Introduction 
The previous chapters have established the principles of CA, both in relation to other approaches 
and on their own terms. This chapter will now show how these principles were put into practice in 
the case of the present research, thus laying the groundwork for the analysis to follow. The first 
 to be 
established ahead of the analytic chapters 4-8 to follow. 
 
1  
 
 
1.1. Data summary 
The data for this project came from a UK hospice. This hospice aims to provide care which, in line 
with the principles outlined in chapter one, treats dying patients holistically, addressing both their 
physical and non-physical distress. The hospice accommodates both inpatients and outpatients. The 
former group comprises patients who have come to stay on the ward, either temporarily (to deal 
with a particular symptom, to monitor a new treatment etc.) or because they are nearing the end of 
their lives. The latter group, meanwhile, encompasses both patients who come in just for their 
consultation and day therapy patients, who come to spend the day at the hospice and meet their 
doctor as part of that. All patients are referred to the hospice by another healthcare professional 
(e.g. their GP).  
The hospice deals with a range of illnesses, including cancer, motor neurone disease (MND) 
and chronic obstructive pulmonary disease (COPD). As this would suggest, patients who come to the 
hospice have variable life expectancies, with some in the final days of their lives and others, 
                                                          
18 See the appendices for copies of the patient/doctor information sheets and consent forms referred to in this 
chapter. 
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particularly those with longer-term illnesses such as MND and COPD, expected to live for several 
more years. This variability is reflected in the data set.  
-based communication 
research and training in decision-making, empathy and pain management in supportive and 
19. This project started with a focus on analysing shared decision-
nd advance planning. I became involved in this project via links between the 
Department of Social Sciences at Loughborough University (where I am based) and the Sue Ryder 
Care Centre for the Study of Supportive, Palliative and End of Life Care at the University of 
Nottingham (where the VERDIS project is based). The agreement was that I would be able to 
participate in data collection (shadowing the research assistant and helping with, for example, 
setting the recording equipment and preparing participant information sheets) and have access to 
the data to use in my PhD research. In return, I would contribute to certain aspects of the project 
(e.g. correcting and preparing verbatim transcripts). My involvement in this project was approved as 
part of the NHS ethical approval for the project as a whole, which was obtained from NRES 
Committee West Midlands  Coventry and Warwickshire (ref 14/WM/0128). 
The focus within this environment was on pre-arranged doctor-patient consultations rather 
than, for example, spontaneous nurse-patient interactions. Both inpatients and outpatients were 
thus considered eligible, along with any friends, family members or other third parties (hereafter 
 different 
be idiosyncratic styles, and hence to ensure that findings are generalizabl
60). 
A total of 37 recordings were collected, 34 of which were video and three of which were 
audio-only. Most of the recordings feature the entire consultation. Two recordings were, however, 
terminated before the end of the consultation, the first because the patient wished to discuss a 
sensitive matter that she did not want recorded, the second because the doctor felt that being 
recorded might negatively impact upon the therapeutic exercises that she was doing with the 
patient. A further audio-only recording failed in the consultation room, but was largely retrievable 
from the voice recorder situated in the nearby examination room. Table 1 features additional details 
about the data.  
 
                                                          
19 I would like to thank Ruth Parry, principal investigator on the VERDIS project, for allowing me to be part of 
the research team and to use the data from the project in this thesis. For more information about VERDIS see: 
https://www.nottingham.ac.uk/research/groups/ncare/projects/video-research.aspx 
47 
 
Table 1 
 
Details of the VERDIS Project Data 
Total number of patients recorded 
- Gender (male/female) 
- Status (Inpatient/outpatient) 
37  
22 male, 15 female 
29 inpatients, 8 outpatients 
Number of consultations with companions 16 
Number of doctors recorded 
- Gender (male/female) 
- Number of consultations recorded 
5 
1 male, 4 female.  
Doctor A: 8 
Doctor B: 6 
Doctor D: 15 
Doctor F: 7 
Doctor G: 1 
Total length of consultations20 
Mean consultation length (all)  
- Inpatient 
- Outpatient 
Longest consultation 
Shortest consultation  
Range 
1151.52 minutes  
32.54 minutes 
13.10 minutes 
38.45 minutes 
74.24 minutes 
07.46 minutes 
66.38 minutes 
 
The content and structure of the consultations varied depending, for example, on whether the 
patient was an inpatient or an outpatient, what their illness was and what stage their illness was at.  
 For inpatients staying on the ward, the consultation would typically be focused on whatever 
it was that had brought them to the ward. This could, for example, be a complication related to their 
illness (e.g. a flare-up of a symptom) or a procedure that they had had done. 
 For day therapy patients, the consultations could simply be opportunities for the doctor to 
check up on the patient, coming as they did as part of a regularly scheduled series of visits. Such 
treatment regimen. This was not true for all day therapy patients, however, and many did present 
with new symptoms or complications. 
For patients coming to the hospice with specific symptoms or complications, the 
consultations followed a structure much more akin to that of a general practice consultation (see 
Maynard & Heritage, 2006). This would typically include a presentation of the problem, a physical 
examination, a diagnosis of the problem and a treatment recommendation.  
20 The five consultations for which the recording was stopped before the end were not included in these 
calculations. Consultation length was timed from the moment the doctor initiated the consultation proper (i.e. 
excluding introductory matters such as the doctor confirming that the patient was happy with the recording) 
to the moment the consultation closed (e.g. with the doctor and patient saying goodbye).  
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 This is all, of course, very general and, as will become clear during the analysis, consultations 
could take on a variety of structures, many of them atypical and beyond the boundaries of what 
might be expected from a doctor-patient interaction.  
 
1.2. Data collection 
This section will give an overview of how the data just summarised were collected. The aim here is 
not, it should be emphasised, to summarise the research protocol. The aim of this section, rather, is 
to demonstrate how the protocol was put into practice and to highlight some of the unpredicted 
challenges that the research team faced in doing so. To this end, it is divided into six roughly 
chronological sections, beginning with preliminary notes about the position of the research team 
within the hospice and concluding with the final meeting with participants.  
 
1.2.1. Research team presence 
Members of the research team21 were based at the hospice for a total of seven months. For five of 
these months, they were there on a daily basis. For the final two months, their attendance was on 
specific days. This level of attendance was a necessity, given that the consultations took place largely 
in the morning and early afternoon and, as will be seen below, it was not possible to know ahead of 
time whether recording would take place on a particular day. This meant that the research team 
were not at the hospice solely for data collection but, rather, were based there throughout the day, 
interacting with and working alongside staff.  
 
1.2.2. Recruiting doctors 
Certain doctors agreed to participate in the research prior to the start of data collection. Other 
doctors, however, were approached as the data collection was in progress. The recruitment process 
typically involved meeting with the doctors, giving them information about the research and 
confirming that they were eligible for participation. If the doctors agreed to participate, it then 
remained to wait for a patient of theirs who consented to participate in the research (although in 
some cases, doctors who had expressed an interest never had such a patient).  
 
1.2.3. Setting up the equipment 
desk, seating for participants and the bed for physical examination all in the same area. Room B, on 
                                                          
21 There were three members of the research team involved in day-to-day data collection. Marco Pino 
(research assistant) played the main role, and was joined by Ruth Parry for certain periods and myself for 
approximately two months. 
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the other 
physical examination. The majority of recordings took place in room B. 
The research team set up the cameras in the relevant room on days when recordings might 
occur, even if participants had not yet been confirmed. This was to avoid the difficulties of setting up 
start of the recording. Consultation room recordings typically involved two cameras, one of which 
was situated away from the participants, taking into account their surroundings, the other of which 
was situated closer to them, so as to better capture facial expressions and other micro-details. The 
exact positions of these varied over the course of the data collection and it was, of course, 
imperative that the cameras were not in any way intrusive. For room A, the doctor was also 
provided with a cloth for covering the camera should a physical examination take place. 
Separate digital voice recorders were used alongside to the cameras. For room A, a single 
digital audio recorder was used. For room B, one recorder was placed in the consultation room and 
the other in the examination room. Furthermore, for some audio-only recordings, a camera with its 
lens-cap on was used to capture the audio should the voice recorder fail.  
With one exception, i
Unlike outpatient recordings, it was possible with inpatients to set up the equipment shortly before 
the doctor entered the room and to remove it again soon thereafter. The equipment set-up for 
these rooms was more variable, depending largely upon the layout of the room itself. However, the 
researchers always used the basic combination of a camera and a digital recorder.  
 
1.2.4. Selecting participants  
The procedure for the recruitment of participants varied between inpatients and outpatients. The 
researchers typically approached the former group the day before the prospective recording, when 
it was known that they would be visited by the doctor the following day as part of a ward round. 
With outpatients, however, it was only possible to approach potential participants on the 
day of the consultation itself. Outpatients in day therapy were approached while relaxing between 
the various activities in which they were engaged. Outpatients coming in just for their consultation, 
however, were approached upon their arrival at the hospice, when there was sufficient time before 
the start of their consultation to talk them through the research. Some outpatients had also received 
a letter ahead of their appointment informing them that they might be approached. 
All patients were screened before they were considered a potential participant in the 
research. This was done by a member of the medical staff who, based on their knowledge of the 
d whether 
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it would be appropriate to approach them. This ensured that patients who did not meet the 
inclusion/exclusion criteria for the study were not approached at all. In the case of outpatients 
coming in solely for a consultation, whose exact status was harder to determine prior to their arrival, 
the staff member welcoming them to the hospice carried out an additional layer of screening. If this 
member of staff noticed that the patient was, for example, in clear physical or emotional distress, 
the researchers did not approach them.  
The protocol required that patients and their companion(s) be first approached by a 
member of staff who was not part of the research team. For outpatients, this was usually done by 
the aforementioned welcoming staff; for inpatients, a nurse usually fulfilled this role. The research 
team held meetings with both of these groups of staff towards the start of the data collection 
process, after which they produced an information sheet that these staff members could consult 
when first approaching patients. The requirement was that participants be informed, in a general 
way, about the nature of the research and asked if they were interested in hearing more about it. 
There were no inclusion/exclusion 
that condition somehow impaired  
 
1.2.5. Obtaining verbal pre-consent  
If the participants confirmed that they were interested, word was passed along to the researchers, 
who went to meet with them. For inpatients, these meetings were usually held in their ward room; 
for outpatients, on the other hand, they were held in whatever side room was available. The 
researchers started these meetings by first thanking the patient and, where present, companion(s) 
for agreeing to meet with them and introducing themselves. They then outlined the research in 
general terms  its intent, its goals and what it could entail for their consultation. The research team 
asked participants at this stage if they were interested in hearing more. If they were not, they were 
thanked for their time and the meeting was terminated. This happened several times during the 
course of the data collection, with patients giving a variety of reasons for not wanting to participate 
(they were unsure about what the consultation would involve, for example, and so did not feel 
comfortable having it recorded).  
If participants did want to take part, the researchers moved on to discuss more specific 
matters relating to the recording. Perhaps the most important of these was determining whether 
they would prefer to be video recorded or just audio recorded. Related to this, patients were also 
told that, should they undergo physical examination, only the audio of it would be recorded.  
The researchers also took this opportunity to set up a further meeting with the participants 
where they could obtain full written post-consent, the research protocol having specified that 
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patients could not give full consent on the same day as the recording. For inpatients who would be 
staying in the hospice for at least one more night, this meeting was usually set for the following day. 
For outpatients or inpatients who were leaving, however, the research team made a phone 
appointment at a time convenient for the patient. In all cases, the researchers gave participants 
copies of the information sheet and the consent form that they would be asked to fill in should they 
choose to continue their participation. The researchers emphasised throughout these meetings, 
however, that their participation was voluntary, that they would have the opportunity to withdraw 
at a later date even if they gave their verbal consent now and that their decision would not in any 
way affect their treatment.  
Aside from obtaining pre-consent from patients and their companions, the researchers also 
had to obtain the consent of others who might be present in the recording, such as medical students 
and healthcare assistants (who were present in the consultations to, for example, help with physical 
examination). This issue was particularly relevant with the former group, who could change 
regularly. It was less of an issue with the latter group, however, who remained basically consistent 
throughout the recording period and thus soon became familiar with the process. Regardless, the 
consenting process with these groups was essentially the same as with doctors and patients, with 
the researchers obtaining verbal consent prior to the recording with the assurance that participants 
had the opportunity to confirm or withdraw that consent after the fact. 
After obtaining the necessary consent, the researchers entered the consultation room and 
turned on the recording equipment. After they left, the participants entered and the consultation 
was recorded. 
 
1.2.6. Obtaining written post-consent 
As noted above, it was sometimes possible to obtain full consent from inpatients on the day 
following the recording if they were still on the ward. More commonly, though, the researchers 
phoned participants at home at the time agreed upon during the pre-recording meeting. During this 
phone call, the researchers first confirmed whether the participant was still interested in continuing 
their involvement. If they were not, they thanked them for participating and deleted the recording. 
Note that, although participants had the right to withdraw up until first publication, this phone call 
was the latest stage at which any withdrew in practice.  
If the participants were interested in continuing their involvement, the researchers made a 
further appointment to meet them again in person. On certain occasions, this was on the 
 visit to the hospice. Given that this could be several weeks away, however, the 
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preference was to obtain it sooner where possible. The most common means of obtaining full 
consent was thus for the researcher to visit the participants at home.  
These meetings had four components. Firstly, the researchers gave participants the 
opportunity to read through the information sheet. Participants usually took this opportunity, even 
if they had already read through it in their own time. Read-throughs typically took ten to twenty 
minutes, and involved the research team reading the information sheet aloud, allowing for questions 
and clarifying potentially confusing matters as they went.  
After the information sheet reading came the consenting process itself. This consent form 
featured various tiers, allowing participants to choose the additional contexts in which their 
recording could be used (e.g. data sessions) beyond being used by the core project team for research 
purposes. The overwhelming majority of patients chose to give full consent, i.e. to allow their 
recording to be used in all available contexts. Most patients were able to fill in the consent form 
themselves. When they were not, the task could be delegated to somebody else, typically a family 
member present at the time. There were also challenges when it came to recordings that featured 
children, the agreed-upon solution to which was  
The third and fourth stages involved the researchers taking two forms of supplementary 
information from the patient. The first of these was basic information, such as their age, their illness 
and how many times, if any, they had met the doctor in their recording prior to the recording itself. 
The second involved asking the patient to fill out a copy of the Consultation and Relational Empathy 
(CARE) measure, the result of which could be used as data alongside the recording.  
Researchers obtained full consent from the doctor and others present in the video (usually, 
as above, healthcare assistants and medical students) at various later stages. Given that these 
participants were usually based in the hospice, the consenting process here was typically more 
straightforward than with patients.  
 
2. Working with the data 
 
2.1. Data management 
view recordings until they had obtained full consent. If the participant withdrew or was otherwise 
incapable of giving full consent, the researchers deleted the recording. 
The data were stored on password-protected portable hard-drives and on a password-
protected drive at the University of Nottingham, which could be accessed remotely only by members 
of the research team. As part of the project, detailed verbatim transcripts of each recording were 
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produced and anonymised.   
 
2.2. Carrying out the analysis 
As indicated in the previous chapter, the analysis for this research was carried out using what 
commonsense understanding of empathy before using the data to refine and specify that 
understanding, as modelled on the approach used by Hepburn and Potter (2007).  
In practice, this approach entailed first developing a deliberately broad definition of 
empathy before looking through the data, the aim here being only to gather as many potentially 
empathic moments together as possible. The working d
  
This initial search yielded around 300 such moments. After this, the aim was to refine the 
collection of moments, removing those that did not, on further reflection, seem empathic22 and 
comparing such non-empathic moments with the moments that remained to get a better sense of 
failed to capture the subjecti
empathy (see, for example, Rogers, 1975). This process allowed for the development of a more 
refined definition: 
The end result of this process was a refined collection of approximately23 100 overt empathic 
moments.24 
 
3. Analysis preliminaries 
This section will address three final matters that need to be covered before moving onto the 
                                                          
22 See extract 4.3 for an example of a moment collected as part of this initial search but later removed from 
the collection.  
23 This number is approximate because it includes borderline cases which, while not being used in the analysis 
itself, were not removed from the collection. 
24 Note that this collection only included very clear, overt empathic displays. For reasons that will be discussed 
language, intonation etc.) will not be focused on in this analysis and so are not included in this number. It is 
also worth pointing out that this collection is not evenly distributed across all of the recordings, with some 
consultations unfolding in a very straightforward way without any strong emotional undertones (thus calling 
for minimal empathic displays from the doctor) and others having multiple empathic displays in a very short 
period of time. Note, though, that all of the doctors recorded featured in the collection at least once, and all of 
the doctors feature in the analysis at least once.  
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finally, establishes how the data will be approached. 
 
3.1. Extract transcription and labelling 
The extracts in the analysis are transcribed using the Jefferson (2004) transcription conventions, with 
on the transcription of crying. They are numbered 
first according to the chapter in which they appear and th
the fifth extract appearing in the fourth 
labels within the dataset (e.g. 
/F
 All of the transcripts are anonymised, fea
real names. Note that all transcript extracts are based on pre-existing verbatim transcripts, and 
some are furthermore based on pre-existing Jeffersonian transcripts produced collaboratively as 
part of the VERDIS project.  
 
3.2. The structure of the analysis 
Overall, the analysis revealed that doctors design their empathic displays in multiple ways. In 
particular, it was noted that they could claim empathic understanding on two epistemic bases  the 
first one deriving from something that the patient had themselves said, the second deriving from the 
n the first analytic chapter.  
A further distinction noted as part of the analysis was the sequential environment in which 
doctors displayed empathy. In particular, it was noted that they did so either in direct response to 
something that the patient had just said or as they were in the process of carrying out some 
instrumental task. Given that th
at a given moment, it was decided that the analysis as a whole should be structured around it. The 
second and third analytic chapters, therefore, both focus on empathic displays in responsive 
positions, focusing on the sorts of turns to which they respond and the contexts in which they 
appear. The third and fourth analytic chapters, meanwhile, focus on non-responsive empathic 
displays, focusing on the instrumental tasks in which they play a role. 
 
3.3. Patient variables 
Finally, it is worth raising the issue of patient variables. It was already noted above that the data 
feature patients with different conditions at different stages of their illness. While the analysis will 
not completely ignore these variables, nor will it make divisions based on them. In other words, 
extracts from very different patients will be compared and analysed alongside each other. 
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The advantage of this approach is that the practices and situations that we will see come 
from a variety of different contexts, establishing some degree of generalisability. Given that this is 
the first CA research on empathy in palliative care, the benefits of this are obvious  rather than 
getting caught up in details, we will instead get a general survey of the data.  
Equally obvious is the downside to this approach  that the role that these variables play in 
empathy and emotion could end up being ignored. The implications of this downside, and how 
future researchers might address it, will be discussed in the final chapter. For now, it is enough to 
have acknowledged it. 
With this acknowledgement out of the way, we can move on to the analysis. 
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Chapter 4 
The responsive empathy sequence 
 
Introduction 
This chapter will focus on doctors empathising with patients in direct response to empathic 
opportunities. This context is well-established in the existing literature (both CA and non-CA) on 
clinical empathy and is summarised by Frankel (2009) as follows:  
 
pathic opportunity25  
 
-2) 
 
-
accounts for a large number of the empathic episodes found in the data. Despite having an 
ostensibly uniform appearance in the abstract, however, in practice it can take on a number of 
different forms. The present chapter aims to illustrate some of these forms by outlining three ways 
shows how doctors can draw 
play their understanding on a normative basis. 
- tients in a 
non-semantic way. The differences between these sections aside, all of them adhere to the working 
definition of empathy established in the previous chapter: 
. 
Before beginning the analysis proper, it is worth noting that the aim of this chapter is not to 
present an exhaustive rundown of every possible empathic response available to palliative care 
doctors. Rather, it is to use some illustrative examples to both establish some fundamentals about 
empathy in interaction, and to highlight the variability of this seemingly rigid three-part sequence. 
This will lay the groundwork for the next two chapters, where we will see the wider context of this 
sequence.   
 
1. Rewo  
Consider extract 4.1, which begins as the (female) patient is describing how she has, since her last 
                                                          
25 ent [expresses] an emotion and [creates] the opportunity for 
an empathic response  
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appointment, found out that she will not need to have any more chemotherapy for the foreseeable 
future.
 
Extract 4.1: You sound relieved by that [P07/A: 3.29  3.58] 
1 Pat: I ha:d a scan <on:> the s:econd of June, 
2 Doc: Mm-hm. 
3 Pat: .hhh Which sho:wed that the c- cancer had shru:nk, .hh 
4 Doc: Excell[ent ne:ws isn't it?] 
5 Pat:       [A::nd I could only ] ha- and I only nee:d to have 
6      four cycles of the  
7      (.) 
8 Doc: O::kay. 
9      (0.3) 
10 Pat: chemo:. 
11 Doc: Right.  
12 Pat: A::nd I'd had the full cycle,=So I've now got to have (.)  
13      a- another scan,  
14 Doc: Right.  
15      (0.4) 
16 Pat: And (my) follow up after that, And- (0.3) fingers cro:ssed 
17      I can .hh carry on without any chemo: for a whi:le.= 
18 Doc: =(ºWow. Yeah.º) 
19      (0.6) 
20 Pat: [So it's uh (.) fingers] crossed. 
21 Doc: [You- you s:ound       ]         relie:ved by that? 
22 Pat: Oh:: definitely,
 
Between lines 1 and 17, the patient describes how she found out her good news. The (female) 
Excellent ne:ws 
O::kay.
concludes her description at line 16-
cro:ssed I can .hh carry on without any chemo: for a whi:  receipts this news positively 
at line 18 ((º  º)) and the patient, at line 20, repeats the turn of phrase with which she 
.  with this repetition at line 
21 ou-
you s:ound relie: this turn at line 22 
Oh:: de  
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According to the definition of empathy already established  is 
empathic. While that definition can be disputed in the abstract, it is the working definition for this 
analysis and so makes line 21 the focal point of this discussion. The question which this chapter will 
answer is how turns like this function as empathic. What features support hearing them as empathic, 
and how do they empathically respond to the preceding talk?  
To answer the first of these questions, consider the empathic turn in isolation. With this 
expresses understanding of the thoughts, feelings or behavi  
Regardless of the name used, this practice involves the doctor showing her understanding of 
on it. Note, though, that extract 4.1 is more in line with Hepburn and Potter (2007) 
professional (a call-  As Hepburn and Potter 
not 
result, they suggest, we should 
can thus be seen 
as empathic.  
swer, however, because 
the question still remains of how she has picked up on the emotional stance that she is naming. With 
this in mind, notice 
(2007) regard this (and other, simi
the 
 
In this case, then, 
 does the doctor derive her understanding from 
 
empathic opportunit  upon this from a CA perspective, noting that 
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with access to their perspective of a given event and, therefore, furnish recipients with empathic 
opportunities in which recipients may affiliate with some aspect of t  
With this in mind, consider the idiom that the patient in extract 4.1 uses at lines 16 and 20: 
ie:
s the doctor demonstrating that she 
  
So far, we have covered in detail -part 
-  
-2). It is worth addressing, finally, the third part of this sequence - the 
point above about 
the doctor is not making a definitive 
primary epistemic rights regarding their own mental state (Hepburn & Potter, 2007; Muntig et al., 
2014), it makes sense that the patient should have the opportunity to confirm or disconfirm the 
is case, the patient (at line 22) does the 
Oh:: definitely,  
This first extract has thus illustrated some of the basic elements of displaying empathy by 
l et al.
(Hepburn & Potter, 2007) of her claim.  
Something that should be clear from this extract is that the type of response within it 
talk where the patient is both describing an event and evincing some emotional stance towards that 
event. As such, it is worth examining some different examples.  
Consider extract 4.2. This extract begins as the (male) the patient is telling the (female) 
doctor about his daily routine once his partner (Nick) has gone to work.
 
 [P02/A: 32.53  33.25] 
1 Pat: Nick puts my socks and that on, (0.4) before (I) 
2      go:: a:nd (0.6) my lower ha:lf or whate:ver. 
3      (0.4) 
4 oggers and: (.) a 
5      tee shir:t. 
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6      (1.0) 
7 Pat: pt.  
8      (0.6) 
9 Pat: And sh::- (0.3) It might be afternoo  
10      gone ahead) (           ).hhh (But) by (the) time (I can 
11      even (0.3) be) bothered (0.5) (it-  
12      afternoo:n and that. 
13      (1.1) 
14 Pat: So I go and have a wa: sh and (get) dr(h)essed b(h)efore 
15      N(h)ick gets ho:me.= 
16 Doc: =M:m.  
17 Pat aft[ernoon)       ] 
18 Doc:                                 [ oth]ered because 
19      ou like that?  
20 Pat: Yea:::h.
 
Between lines 1 and 15, the patient describes how he sometimes does not get dressed until the 
:me  After a minimal response from the doctor at line 16 
: se to his description at line 17, the exact content of which is 
unclear. In overlap with this addition, the doctor at lines 18-19 displays her understanding  that the 
o
partner ? The patient confirms th : .  
In a basic sense, this extract is rather similar to extract 4.1 - the doctor is, after all, drawing 
o l 
similarity, however, the two extracts are rather different. This difference can be seen, first of all, in 
a marker of inference, suggesting that her understanding naturally follows from what the patient has 
ormed in the previous extract. 
 
deeper difference between extracts 4.1 and 4.2. This marker is often associated with formulations 
abstract the meaning of a fi
can, as Drew (2003) notes, perform various functions in institutional settings. One such function is to 
display empathic understanding (Muntigl et al., 2014; Weiste & Perakyla, 2014), which comes, as 
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Given the prevalence of formulations, and the range of functions that they can perform, it is 
important to clarify why extract 4.2 can be seen as an empathic formulation in particular. With this 
in mind, consider extract 4.3, which contains an example of a non-empathic formulation. 
 
Extract 4.3: So it smells strong [P03/B: 24.25  24.39] 
1 : really stro:ng. 
2      (0.7) 
3 Doc: Stro:ng. 
4      (0.8) 
5 -) acidy: type (0.6) smell (to i-) rea- 
6      really strong um (0.4) pt. (0.7) uh::: (.) (I suppose) acid 
7      sme:ll, 
8      (0.7) 
9 Doc: Okay. So it smells strong. 
10      (0.3) 
11 Pat: Yeah.
 
Comparing this extract with extract 4.2, we can see two responses performing the same action using 
the same format  a so-
the patient themselves. There is, however, a significant difference in what is being formulated. In 
007). In extract 4.3, 
-
product of his illness. The former, for the purposes of this analysis, is empathic, whereas the latter is 
not. Empathy is thus determined here by the content, rather than the format, of a turn (see 
Levinson, 2013). 
 are differences. 
formulat[ , p. 45) his stance in the way that he arranges the details of his telling. 
two 
elements of his description indicates that they are linked in a way that goes beyond the merely 
temporal. The patient thus creates an opportunity for the doctor to identify the nature of this link  
as indeed she does by suggesting that the rationale b
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(dis)confirmation being the second pair part (Heritage & Watson, 1979). In extract 4.2, the patient 
. it was an accurate inference.  
, the material different to that provided in extract 4.1 and led, in 
turn, to a different type of empathic display  
rationale within the context of the story that he was telling. 
lays in extracts 4.1 and 4.2 have involved drawing out something 
expected given that, as 
out and stating it explicitly. 
Sometimes, however, patients can explicitly describe their emotions. This may seem to 
make empathising more straightforward, given that it does, in theory, mean less inferential legwork 
for the doctor. As can be seen in extract 4.4, however, this is not necessarily the case. The extract 
begins after the (female) patient has described to the (female) doctor how she often gets agitated 
 
 
Extract 4.4: So you feel bad for him [P35/F: 33.55  34.45]  
1 Doc: And wh en- when you fee:l agitated (.) ( ) about 
2      maybe (0.3) visito:rs or the nei:ghbours see:ing  
3      that- that he's doing something, 
4 Pat: hhh 
5      (1.3)   
6 Doc: Wha:ddisi:t that's mo :st difficult about that? 
7      (1.5) 
8 Pat: .hhh  
9      (0.4)  
10 Pat: To see h#i#m going OUt and putting the washing  
11      ou:t. .hhh 
12      (0.4)  
13 Pat: I used t do that, 
14      (0.3) 
15 Doc: Ri[:ght.  ] 
16 Pat:   [>That's] gone.< 
17      (0.4) 
18 Doc: Rhight.  
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19      (.) 
20 Pat: .hhhh 
21 Com: But she also sees me: (0.5) when I do the hoo:veri:ng 
22      and how< (.) bad it makes me with my ba:ck.= 
23 Pat: =Hiz rearly ba:d.  
24      (0.4) 
25 Doc: Ri[ght.        ] 
26 Com:   [(If you know] what she['s saying).   ]           
27 Pat:                          [And I don't wa]nnim to do  
28      it.  
29      (.) 
30 Doc: [Okay.] 
31 Pat: [I'd  ] sooner lea:ve it. 
32      (.) 
33 Doc: Okay. So you feel bAd for him cussit (.) it's extra  
34      wor:k [(extra burden on him,)] 
35 Pat:       [Yes it s extra work.  ] He- he does a lot of  
36      extra work. 
37 Doc: But it's hard for you: cos it's stuff you used to do:  
38      and it remi:nds you that you're less we:ll than you  
39      used [to be. ] 
40 Pat:      [º(Used ] to be.)º=  
41 Com: =Yeah.= 
42 Pat: =ºExactly.º (0.3) .hhhh It's taking a lot away, 
43      (.) 
44 Pat: It takes more away .hh than it'll actually gai:n.
 
.  Between lines 10 and 16, the patient 
clarifies that this troubles her because it reminds her that, due to her illness, she can no longer do 
h
: ing for the patient  
because she worries about how doing these things could aggravate the problems he has with his 
:
onto it. She then, at lines 27-28 and 3 o 
a:  
The doctor does her formulation at lines 33-
 
elaborates upon this at lines 35-36, 
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o
:ll than [she] used 
rtner doing housework. This, again, gets a strong and elaborated confirmation from 
ºExactlyº.
, and also elicits a response from her partner at  
To summarise, the patient in this extract 
feelings. The doctor, in response, has formulated the gist (Heritage & Watson, 1979) of those 
ot mean, however, that she has merely repeated 
different purpose, their point holds true for empathic formulations. The doctor here is, after all, 
synthesising and summarising a complex array of thoughts and feelings expressed by two speakers 
over multiple turns. She is doing so, moreover, in two distinct units, each of which gets its own 
confirmation from the patient and, in the latter case, her partner as well. While this doctor might 
not be inferring as much as the doctors in previous extracts did, therefore
within that talk. This again reinforces the point that gist formulations involve more than simple 
repetition. 
The analysis so far has considered examples of doctors empathising with patients by drawing 
out emotions, either implicit or explicit, within their talk. The doctors in these examples have used 
two main methods to mark the epistemic basis of their empathic claims  directly pointing to the 
rather different example, where neither of these features are present. Extract 4.5 begins as the 
patient is describing the difficulties she is having with her hands.
 
Extract 4.5: Anything like that is difficult [P13/F: 10.29  10.58] 
1 Pat: Anything that invo:lves sort of (0.3) manipula:tion 
2      with my ha:nds (0.3) is actually< (.) quite difficult.  
3 Doc: Right.= 
4 Pat: =And that  hELped by chemtherap (h)ey  
5      [o(h)f c(h)our]se. [.hhh ] But I still haven't a- and they= 
6 Doc: [Nho:::.      ]    [No.  ]  
7 Pat: =said there's nothing can do know (.) go away  
8      and live with it really.  
9      (.) 
10 Doc: Okay. 
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11 Pat: U::m .hh >so I still have this<< I hAve this problem (0.4) 
12      with my ha::nds rea:lly in the sense of .hh (    ) pins and 
13      nEE:dles,=U::m: and not being able to (0.4) use them which is 
14      º#a real kind of b[ind] actually.#º=.hh Y'know just cooki:ng=  
15 Doc:                   [Mm.] 
16 Pat: =anything like that is (0.3) i[s: ] 
17 Doc:                               [>Di]fficult.< 
18 Pat: difficult.
 
that they can do for the issue she is having with her hands. The doctor receipts this at line 10 
. -14 and 16, describes how not being able to use her hands 
can have an impact o ooki  Following a 0.3 second pause and an elongation 
-
desc >Difficult.<  The patient herself confirms the accuracy of this word by 
repeating it at line 18. 
In extracts 4.1, 4.2 and 4.4, the doctors marked their empathic displays as distinct reflections 
on the other hand, we can see the doctor actively integrating her 
gress by co-completing her description. Such co-
completions do, like formulations, appear in a variety of contexts (see, for example, Lerner, 1996) 
and can only be regarded as empathic when their content is about a matter of emotional relevance. 
As Muntigl 
by showing that the therapist is immediately able to grasp the trajectory o  
Co- lk inasmuch as the doctor is 
directly adding to that talk. Muntigl et al. (2014) suggest that this makes co-completions a difficult 
inaccurate or as inappropriately 
extract 4.5, the third part of the sequence is still present, with the patient repeating (and thus 
-completions, even if they do not have 
patients the epistemic right to confirm or disconfirm their accuracy.  
 
2. Normative empathy 
This section will analyse responsive empathic displays which do not, in their design at least, use the 
normative basis. To see what is meant by this, 
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consider extract 4.6. This extract begins as the (male) patient is describing how he feels when he 
gets breathless. 
 
Extract 4.6: That must be frightening: [P31/D: 15.35  15.49]26 
1 Pat: >Sometimes I feel like< Oh: this is it  
2 Doc: >Alright.<  
3 Pat: [.hhh hhh]hh I m .hhh but= 
4 Doc: [Okay.   ]  
5 Pat: =sometimes I do feel (a::/i::t) (0.2) .h[h 
6 Doc:                                         [>Sometimes you  
7      won[der if this is it?<    ] 
8 Pat:    [Yea:h    
9 Doc:                                              [Right?  ] 
10 Pat: = oming now.=>I  
11 ???: M:m:.  
12 i::ght. >Tha[t must be fri:ghtening.< 
13 Pat:               [(                   )     =(then I f-) (Well) it 
14      makes me frightened.=Yeah it does?
 
Between lines 1 and om (i.e. 
he feels like he might be about to die) when he gets breathless. The doctor empathically responds at 
line 12 >must be fri:ghtening.<
confirms that it is indeed frightening at lines 13-14. makes me frightened.=Yeah it doe  
The first thing to note about this extract is that it does, at least, have one feature in common 
with those considered above  
Hepburn and Potter (2007) suggest, the absence of this feature would call into question the 
empathi  
This core feature aside, however, this turn is very different from the ones seen above. This 
difference is illustrative of the fundamental distinction between this and the previous section. In 
their turns, the doctors marked that they were deriving their understanding from what the patient 
 
                                                          
26 This transcript is based on an existing transcript produced by members of the VERDIS project team. 
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Here, though, the doctor does not suggest that the patient has himself evinced the mental 
state that he is proffering. Rather, he suggests that the situation that the patient is describing 
must be  
empathic display is thus derived from a normative body of knowledge to which he has equal access. 
 be 
because it can be assumed that it would be frightening for anyone This 
relates to a point made by Wilkinson and Kitzinger (2006), who note that many turns designed to 
elicit surprise reactions rely on speakers having a for 
 
There is, as such, himself suggested 
that he is frightened by the experience. Certainly, there does not seem to be any clear feature of the 
(p. 40) makes his talk a clear example of a potential empathic opportunity27 (Suchman et al., 1997).  
The doctor takes this opportunity by displaying an understanding of how the experience is 
likely to feel for the patient. This is possible, again, because it can normatively be assumed that the 
experience of being near to death would indeed be frightening. Expectations thus allow doctors to 
available in their 
third-part confirmation at lines 12-13.  
Speaking on the basis of an expectation is thus one of the ways in which doctors can draw 
upon normative knowledge in empathising with patients. To see an alternative way in which they 
can do so, consider extract 4.7. This extract begins as the (male) patient and his (female) partner are 
describing to the (female) doctor what happens when his oxygen levels drop.
 
Extract 4.7: /F: 10.03  10.22] 
1  
2      (0.4) 
3 Doc: Yeah.= 
4  
5      goes straight do:wn.= 
27  the doctor could quite easily have done, for example, a 
formulation of the mental state that the patient is 
ready done something like this via co-completion at lines 6-7, which perhaps 
accounts for why he brings in a different emotion at line 11.  
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6 Doc: =Okay.  
7 Pat: (And) it goes down (.) right into (th-) .hhh hhh  
8 Com: Low six[ties.] 
9 Pat:        [Low- ] low s- low seventies, S:ixties, 
10 Doc: Okhay. 
11      (0.3)  
12 - right down as low as fifties. 
13 Doc: ºGosh.º  
14 Pat:                            [And that- ith: .hh with 
15      the oxygen as wh- well.
 
Between lines 1 and 5, the patient describes how, even when he is using an oxygen tank, his oxygen 
levels drop when walking. Following a minimal response .
patient and his partner expand upon this between lines 7 and 9, describing the exact levels to which 
his :ixties,
hay.
line 12  
 the patient continues his 
description.  
At line 13, the doctor is doing an assessment, offering an (ostensibly) independent opinion 
of the event that the patient has described. To get an idea of how this functions empathically, it is 
worth considering Edwards and Potter (2012), who distinguish between object-side assessments and 
subject-
this distinction, an assessment such as 
d be object- -side. Edwards and Potter (2012) 
-side expression is used syntactically as an 
ing about a teenager whose 
a  
jective quality of the object of assessment, but to a subjective, 
emotional experience of that object  
someone to be scared by it. It is this quality that allows fusions to be, as Edwards and Potter (2012) 
  
16). 
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There is, however, an additional ele
example. Whereas they present a case where the experience being discussed is that of a non-
present third party, here the experience is something that the patient has described in his prior turn, 
indexed 
experience described by the patient into an assessable object. Edwards a
discussion is particularly relevant here, therefore, because the individual who is being empathised 
with is present and has created the environment in which his experience can be assessed in 
experiential terms. Despite grammatically acti
experience via her use of an adjective which foregrounds subjectivity.  
Earlier researchers have also identified assessments as a potentially empathic practice. 
(2005), 
analysing consumer-run warm lines, also suggests that assessments can be a way for professionals to 
display empathy to clients. He does not, however, establish any specific criteria as to what types of 
assessment can be regarded as empathic, and the one example he does provide (the call-taker 
- d Pot
t As Edwards and Potter (2012) themselves note when 
-side assessments of the rotten situation [the teenager is] in 
ect]-
15). While -empathic, it is 
attribution of empathy to turns of talk that do not const  
 of the tag 
 Heritage and Raymond (2005) discuss the use of tag questions alongside 
assessments, su
vant in the present case, where 
point is also congruent with the aforementioned point regarding the epistemic downgrading of 
empathic claims (Hepburn & Potter, 2007; Muntigl et al., 2014). The tag question thus performs the 
erformed in previous extracts. 
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the talk in extract 4.6, it is a clear example of a potential empathic opportunity because there are no 
possible underlying emotionality, however. Consider, particularly
describes how his oxygen will often drop  While there is nothing here 
exceptional, which is particularly apparent in his self-repair to insert 
 The exceptionality of this detail can also be seen in how he adds it separately from his talk 
about it bein The doctor has, of course, already receipted this latter talk 
hay.
could normatively be a
till be normatively inferred.  
experience into an assessable object via the us This format, which 
another type of experiential assessment frequently seen in the data which not only has a different 
format but also responds to a different type of talk. An illustration can be seen in extract 4.8, which 
begins as the (male) patient and his (female) partner are describing for the (male) doctor how he 
sometimes gets food stuck in his throat.
 
 [P30/D: 22.21  22.36] 
1 Pat: I might find like eh: (0.5)  
2      throa:t. 
3 Doc: pt. Right.= 
4  
5 Doc: =Oka:y.  
6      (0.5) 
7 Pat: But at pre:sent  
8 Com: ººMm.ºº 
9 Pat: [strongly cough,   ] 
10 Doc: hen you::= 
11 Com: =Yeah.= 
12 Doc:  
13 
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At lines 1-2 the patient describes the difficulty he has swallowing food and how it can get stuck in his 
throat. He expands upon 
 hen 
you::-  
turn construction unit (TCU) 
the companion offers another  
(Edwards & Potter, 2012, p.2) - in
age & Raymond, 2005, p. 20).   
In other respects, though, this turn is very different from the type of assessment seen above. 
Notice, first of all, the term that the doctor uses to refer to the object of assessment. Whereas the 
It  
difference between what the doctors in these extra
generic version of that experience  that 
is, the experience o  This quality can 
 
It should also be noted that specific and generic experiential assessments respond to very 
different types of talk. It was noted above that the doctor in extract 4.7 was responding to a 
normatively inferred even though the patient had not given overtly indicated his stance.  
The patient in extract 4.8, however, has not created a potential empathic opportunity. After 
uch strength to 
 In line with this, the doctor is not bringing in emotions like the doctors in extracts 
4.6 and 4.7 were. Rather, his response is concurring with what the patient has said, highlighting that 
the difficulties that he has described are not exceptional but, rather, are understandable by 
everyone. While expectations and specific experiential assessments use normative knowledge to 
specific version of an experience, here we see the inverse process, with the 
standable at a generic level.  
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Normative knowledge has been the underlying element of this section. It is worth 
considering, however, an example of an assessment in which the (male) doctor empathises with the 
(female) patient on a non-
begins as the patient is describing an unpleasant scan that she has recently had.
 
 [P19/D: 3.52  4.24] 
1 Pat: Uh:: so:: anyway we (0.7) went through with the sca:n which  
2      um (0.3) pt. .hhh uh (.) sorta went uh went off alright, 
3 Doc: [Yes.      ] 
4 Pat: [(And/Then)] um (.) not very ni:ce< (0.5) [thi]ngs= 
5 (?):                                           [.hh]      
6      =[to have though,]  
7 Doc:  ou]gh scan actua  
8      (.) 
9 -)º] 
10  
11 -) 
12 -) (0.5) (e-) thee: uh doctor Young (.) wanted me to have 
13      another one [10 seconds omitted] I refu  
14      going in that 
 
Between lines 1 and 6, the patient describes the scan that she underwent, concluding her 
 The doctor, 
at line 7, expresses his understanding th
14, goes on to describe how she refused to have an additional scan.  
The patient here 
very ni: and the doctor has concurringly assessed the scan in  
Notice, though, that there has been no need to make 
because the object of difficulty is something of which the doctor is already able to express his 
independent understanding. Furthermore, it does not seem that the doctor here is drawing upon 
knowledge to which just anyone would have access. In other words, if the patient was relating this 
experience to a friend outside of the medical profession who had not themselves undergone this 
scan, it does not seem that the friend would have the requisite knowledge to respond as the doctor 
does here. This suggests that, aside from normative knowledge, doctors can, in some cases, draw 
upon their professional knowledge to empathise with patients.28  
                                                          
28 This will become more relevant in subsequent chapters, which will focus on the intermingling of empathy 
and the medical agenda.  
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3. Non-semantic empathy 
So far, we have seen examples of empathy being displayed semantically  that is, the empathy has 
been conveyed primarily via the words that doctors use. There are, however, also non-semantic 
ways of displaying empathy featured in the data. Consider, for example, extract 4.10. This extract 
prompted the patient to get diagnosed, which happened at her house.
 
Extract 4.10: Oh gosh [P43/F: 9.23  9.53] 
1 Com: She just managed to eat a ti:ny little sandwich.=And then she 
2      said she wanted to go toilet. .hhh  
3      (.) a chairlift anyway.=She went toilet. (0.4) And she was up 
4      there for some ti::me. (1.0) An::d uh:: (0.3) I says Blythe.  
5      (0.4) Blythe.   (0.6) Eventually I went up, 
6      (0.7) She was sitting on the loo lea  (.) over the s:ink. 
7      (0.3) And she was going blue. 
8 Pat: Mm-hm. 
9 Doc: Oh gosh.
10 Pat: ((Coughs))  
11 Com: Y:[ou know uh:          ]      
12 Doc:   [Must have been fright]ening. 
13 Com: It was really  
 
At lines 1-7  she went upstairs to find th
the loo lea  (.) over the s:ink... going blue athic response comes at line 9: 
 
In this extract, the doctor has displayed her understanding via a response cry. Goffman  
(1978) defines response cries as -
800). Heritage (2011) sees response cries as one of the most empathic responses available because 
 feelings the reported events have (or may 
hav -Kuhlen (2012) and Kupetz (2014) make similar points, with 
the latter showing how response cries often come before more semantic empathic displays. This is 
indeed the case in extract 4.10, with the doctor following up her response cry at line 12 with an 
 
This perspective on response cries is not universal, however. Hepburn and Potter (2012), for 
example, see them as sympathetic rather than empathetic, because they do not make semantic, on-
the-record claims of und  Certainly, it is clear that response cries, 
even if they are seen as empathic, are empathic in a different way to the other types of empathic 
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display seen in this chapter. This can, in fact, be seen by comparing the two displays within extract 
4.10  -up semantic display, elicit 
any kind of confirmation from the patient or her friend. This makes response cries closer to 
empathic prosody (Couper-Kuhlen, 2012; Weiste & Peräkylä, 2012) or empathic body language 
(Muntigl et al., 2014) than, for example, formulations. 
Because of this clear difference, most of the analysis to come will focus on the types of 
display seen earlier in this chapter, where empathy is conveyed semantically, in an on-the-record 
way. Still, it has been worth at least noting the presence of non-semantic displays like extract 4.10 
within the data.  
 
4. Conclusion 
the first section, we saw how doctors could do this by naming the feelings implicit within the talk, 
formulating the talk in a way that touched upon the emotional resonance of it or actively co-
completing the talk. In the second section, meanwhile, we saw doctors could empathise with 
patients using normative (or, in one notable case, professional) knowledge, either by expressing 
experience in experiential terms, either specifically or generically. It was noted throughout that 
these practices were not interchangeable but were, rather, attuned not just to the specific issues 
raised by patients but also the way in which the patients had raised them.  
The distinction between the practices considered in the first and second sections of this 
chapter is one that earlier theorists have also noted. Muntigl et al. (2014), for example, review the 
empathic practices outlined by Pudlinski (2005) and note that whereas some of them (such as 
naming ano
(p. 42). While there is not a total correspondence between Pudlins
considered here, the division made by Muntigl et al. (2014) about them is roughly the same as the 
one that has been made here.  
The present chapter has, however, shown a different basis for this distinction. Whereas 
Muntigl et al. (2014) see it as a difference in how the emotions are being responded to, here the 
suggestion has been that the practices differ in their epistemic basis (Hepburn & Potter, 2007) and 
how the key epistemic issue with empathy (i.e. how can one individual claim to understand another 
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the empathic turn o
epistemic right to assess their own experience (Heritage & Raymond, 2005). 
This chapter has thus discussed some of the key features of and issues surrounding the 
classic three-part empathy sequence (Frankel, 2009; Wynn & Bergvik, 2010), as manifested in 
doctor-patient palliative care consultations. For the purposes of the chapter, this sequence has been 
analysed as a decontextualized unit unto itself. However, such an approach can provide only a 
partial view. Such sequences do, after all, come as part of longer sequences and to fully understand 
the three-part sequence this surrounding material needs to be taken into account. As Wynn and 
generation of empathy in this type of exchange may be reliant on pre-sequences and other types of 
micro-  The next two chapters will 
consider, therefore, the wider context of responsive empathy sequences.
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Chapter 5 
- The topicalisation of emotions in palliative care 
consultations 
 
Introduction 
The previous chapter considered the design and epistemic implications of empathic displays in 
palliative care consultations. It thus focused on the displays themselves, without considering the 
wider sequential context in which they occurred. Clearly, though, this context is vital to 
understanding the role of responsive empathic displays in palliative care. Such displays are, after all, 
part of longer sequences of interaction which are, in turn, part of extended consultations which are, 
in many cases, part of an ongoing doctor-patient relationship. 
The central question to which this and the next chapter will attend, then, is how 
emotions can ente
e patient about his emotions. 
-
ask-
ly 
discussed for their own sake before being linked to a clinical task. The focus throughout will be on 
how the doctor facilitates, accommodates and empathically responds to these expressions of 
emotion. This entails a broader focus than the previous chapter, taking into account longer emotion-
driven sequences rather than empathic moments in isolation.  
 
1. Direct solicitation  
To begin, it is worth considering an example of an empathy sequence directly solicited by the 
(female) doctor. The consultation prior to extract 5.1 (1) has been largely physiological and task-
oriented, focusing mainly on the problems that the (male) patient has been having with his leg and 
his stomach. The extract begins around 15 minutes into the consultation, with the patient declaring 
that these physiological matters are what he wants to talk about. 
 
Extract 5.1 (1): Can I ask you about your mood [P02/A: 16.43  18.36] 
1 Pat: I mo:re wanted to see you today about my leg. 
2 Doc: M::m. 
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3 Pat: (A::nd/U::m) talk to you about my stomach.  
4      (0.9) 
5 Doc: pt. Can I a:sk you about your moo::d as well. 
6      (0.4) 
7 Pat: My mood? 
8      (0.3) 
9 Doc: M:m. 
10      (0.8)  
11 Pat: U::m 
12      (9.8)  
13 Pat: U:m  
14      (4.6) 
15  
16      (3.3) 
17 Doc: You keep a bra:ve fa:ce on  
18      ((Patient nods)) 
19 Doc: Mm. 
20      (1.3) 
21 Pat: pt. U::m  
22      (1.4) 
23 Doc: How low do you fee:l.= 
24 Pat: =~hhhhh~ 
25      (1.7) 
26 Pat: S:ome days really l (h)ow. 
27 Doc: M::m. 
28      (6.2) 
29 Pat: kch. hhh 
30      (2.1) 
31 Pat: pt. hh 
32 Doc: What goes on in your hea:d. 
33      (3.7) 
34 Pat: hhhh M::m:: pt. snih not a lot.  
35      (0.7) 
36 Pat: snih U::m (2.5) I get lonely somet~i:mes:.~ 
37 Doc: Lonely. M:m. 
38 Pat: U::m (0.8) ºb#utº  
39      to work at the mo ment. 
40      (0.6) 
41 - Day  
42      ormal shifts. 
43      (5.2) 
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44 ates you know. 
45 Doc: Mm. 
46      (0.7) 
47 Pat: An:d u:m: (2.6) (a lot of) thi:ngs just get on top of m(h)e. 
48      (1.5) 
49 Doc: Say again sorry. 
50 Pat: When u::m (1.1) snih 
51 even[ings or ] 
52 Pat:                                 [  >Oh no] no<.=(When      
53                )= 
54 Doc: =Yeah.= 
55 Pat: =In the evenings I get lone[ly.] 
56 Doc:                            [Mm.] Yeah.=   
57 Pat: =A::nd (.) u::m (1.4) pt. .hh when thi:n:gs just get on top 
58      of m(h)e. 
59 Doc: M::m.  
60      (0.9) 
61 Pat: pt. U::m (0.6) pt. .h snih pt. a lot of stress and: hhh 
62      (0.8) 
63 Doc: S:tress?= 
64 ºkhnow.º) 
65      (0.6) 
66 Doc: What sort of stresses are there.
 
At lines 1 and 3, the patient says that he wants to tal omach  Rather 
moo ote how  as part of a different conversational 
trajectory to the physiological agenda that the patient has attempted to set (see, for example, her 
984b) from what has come 
before. 
The patien ood?
lines 12 and 14. The patient becomes visibly upset during these gaps and when he does respond at 
line 15 ºightº.)) his voice breaks and he begins to cry (see Hepburn (2004) and 
Hepburn and Potter (2007, 2012) for discussion of crying features and transcription). Following his 
s (line 
at goes on in [his] hea:d ). In response, the patient discloses that he is 
experiencing 1), which the doctor asks him to expand upon at line 66
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In response, the patient does an extended troubles-telling (Jefferson, 1988). This telling is 
too long to include in full but, in summary, involves the problems that he has had with getting 
various adjustments made to accommodate his wheelchair. Extract 5.1 (2) comes as the patient is 
bringing this telling to a close. 
 
/A: 20.48  
21.48] 
1 Pat: S:o anyw ay (0.5) snih th  
2      (the eleventh I think.= Needs) to rip all that down and redo it. 
3      (0.3) 
4 Doc: Oh de:a:r. 
5 Pat: U::m (0.5) (now) Nick has taken (the) day off.=She  
6      there. 
7      (0.4) 
8 Doc: Mm. 
9  
10      obviously the door was shut.=So I d- I  
11      on. 
12      (0.9) 
13 Pat: And when Nick came home in the evening (0.8) u::m (0.3) I tried 
14      to sweep up the bits (        ). snih And Nick come back.= 
15      I did see what was on the b ed.  
16      (0.5) 
17 Pat: (There/It) was all (like) u::m metal filings all over the bed 
18      and that. 
19      (0.8) 
20 Pat: So: Nick went mad about that.=NOT (.) not at me, 
21 Doc: Mm. 
22 Pat: You know.=(But/At-) at them.=They (uh) they should have done it. 
23      snih 
24      (1.7) 
25 the day off to u::m (0.3) make sure 
26      ere, 
27      (0.7) 
28 Pat: And that. 
29      (1.0) 
30 roperly this time. 
31      (1.5) 
32 Pat: [(A:nd-       )] 
33 Doc  
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34 Pat: Yea:::h.= 
35 Doc: =(Yeah./Mm.) 
36 Pat: And then (.) u:::m 
37      (0.4) 
38  
39 Pat: >Pardon.< 
40 Doc: How is your relationship?
 
continuers 
.
disclosure, she is also encouraging its progression. 
t 
:a:r. 2 how those responsible are 
are qualitatively different to more neutral continuers su -
return is a highly negative outcome in the context of the story because it means that the stressful 
situation h
prefacing), the doctor showing her understanding of the emotional impact of this, rather than 
offering another neutral continuer, is understandable.  
In response to this empathic display, the patient adds further details to his story before 
coming to the point where he describes how his partner 
rop because the 
patient is talking about what will happen in the future, indicating that he has no more details to add 
about what has happened. Whereas the doctor  at line 4 showed an understanding of 
one particularly negative aspect of the patie  therefore, her second display at line 33 is 
changes topic by asking the patient about another psychosocial issue at lines 38 and 40 (his 
relationship with his partner). 
To summarise, the doctor here has asked the patient about psychosocial issues in direct 
contrast to his stated desire to talk about biomedical issues. This has prompted an extensive story 
from the patient about his emotions, which the doctor has facilitated with targeted questions and 
continuers. The doctor has also empathised with the emotional resonance of his story, first via a 
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response cry to a particularly negative aspect of it and then via a formulation of the overall 
doctor to ask another psychosocial question which will, in data not shown here, prompt further 
disclosure from the patient (and further empathic displays from the doctor).  
All of this shows that 
because it does not take into account how these displays fit into the overall structure of the 
consultation. The doctor here has, after all, done a lot of work to facilitate emotional disclosure prior 
to her empathic display. The point is not that she has done this facilitation with the intention of 
empathising with the patient. Rather, it is that she has allowed for the emotions to be present rather 
than pursuing a purely task-oriented, biomedical version of the consultation. 
This raises questions about doctorability - 
orthy of evaluation as a potentially significant medical condition, 
ritage & Robinson, 2006, p. 
58)29. Here, though, we can see that doctorability is relevant in a different way. This sequence is, 
after all, part of a medical consultation that could have proceeded smoothly without any digressions 
into the psychosocial - again, we saw in extract 5.1 (1) that the patient presented his main concern 
as being purely biomedical, and thus amenable to biomedical treatment. The psychosocial matters 
that the doctor solicits from him, however, are clearly not amenable to biomedicine. Nor can she 
 
In everyday interaction with a friend, a speaker describing their troubles is unproblematic 
and the expected response from the recipient (affiliation or empathy) uncontroversial (Couper-
Kuhlen, 2012; Heritage, 2011; Kupetz, 2014). In institutional interaction, however, this is not the 
case. It was already noted in the literature review that certain institutions have mandates against 
issuing the types of empathic response found in everyday interaction (Hepburn & Potter, 2007; 
Moore, 2009; Weatherall, 2015; Weatherall & Stubbe, 2015), that emotions can deter from the 
institutional goal (Hepburn, 2004; Whalen & Zimmerman, 1998) and that empathising in such 
environments can be more complex as a result (Ruusuvuori, 2005, 2007). An example of this can be 
seen in Voutilainen, Peräkylä and Ruusuvouri (2010), who analyse a case where a therapist responds 
-tellings not by affiliating (even though they show the client to be seeking after 
such a response) but by continuing to pursue her therapeutic agenda. Similar observations are made 
by Antaki and Jahoda (2010) and Antaki (2014). Kitzinger (2011), also, highlights a case in which a 
call-taker on a childbirth helpline explicitly remains task-focused, even as the caller pursues an 
                                                          
29 See also chapter seven, which will consider the related issue of legitimacy.  
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b
(see also Barry, Stevenson, Britten, Barber & Bradley, 2001; Stivers & Heritage, 2001). 
A further illustration is provided by Jones (2001), who found that, in everyday conversation, 
was newsworthy. As she points out, such responses show affiliation and empathy. Comparing these 
everyday responses to medical interaction, however, Jones found that doctors did not assess 
moving on to the next question in the sequence or gave a Jones also 
shows, however, that patients can treat these absences as problematic by, for example, leaving 
pauses30. Based on this, Jones suggests that patients in her data were bringing expectations from 
everyday interaction into consultations. Both ten Have (1991a) and Drew (2002) make similar points 
about response cries in medical interaction31
[professionals] to withhold expressions of surprise, sympathy, agreement, or affiliation in response 
, p. 24; see also Atkinson, 1982). 
All of this shows that there is a difference in how emotional disclosures get treated in 
everyday interaction and how they get treated in medical interaction.  As Roter and Hall (2006) note: 
 
because this is may not seem appropriate (or important enough) for the medical encounter, or 
because of a perception that t  
The reason behind this difference is suggested by Jefferson and Lee (1981, 1992), ten Have (1989) 
and Hutchby (2014). They note that service encounters often involve a professional giving a client 
advice. This means that when a client talks about a trouble in this environment, they are assumed to 
be doing so for an institutional purpose rather than seeking an affiliative response. Thus, when the 
(that is, when the professional affiliates 
                                                          
30 Heath (1992), though, does note that patients themselves typically omit newsmarkers in response to 
diagnoses. This suggests a more complex perspective than simply the non-expert patient bringing their 
everyday understandings into the medical realm (see also Jefferson & Lee, 1981, 1992; Pilnick & Dingwall, 
2011).  
31 Drew (2002) also cites Heritage and Greatbatch (1991) on the absence of response cries in news interviews. 
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rather than giving advice) it can create problems  particularly when one party treats it as troubles-
telling and the other as advice-seeking32.  
It is notable how out-of-step with this picture of emotion-free, task-driven medical 
interaction (and emotion-free, task-driven service encounters in general) extracts 5.1 (1) and 5.1 (2) 
moreover, without giving the patient advice on the trouble that he relates or offering any other kind 
of biomedical help (e.g. an anti- :a:r.
sort that were  
In short, it appears that this is a case where the doctor asks the patient about his troubles 
problems with an empathic troubles recipient. Leanza, Boivin and Rosenberg (2013) refer to such 
 (p. 17). Barry et al. (2001) 
. 
This is not to say that the doctor 33
care context completely fades away. There are, after all, important differences between private and 
of emotion work in private life and emotional labour in institutional environments) and, more 
generally, on the ways in which conversational practices unfold in institutional environments 
(Maynard, 1991a
help the doctor when carrying out biomedical tasks, a process referred to by Leanza et al. (2013) as 
lifeworld concerns and their biomedical issues can be obscure, a point also made in the seminal 
work of Peabody (1927) (see also Maynard and Hudak (2008) and Hudak and Maynard (2011) on the 
-
present case does in fact suggest such a link later on in the consultation.
                                                          
32 The converse is also true, of course  if a friend seems more interested in giving advice than acting as a 
troubles-recipient, that too can lead to problems. An example of this can be seen in Couper-Kuhlen (2012).  
33 ten Have (1991b) suggests, in fact, that comparisons between medical and everyday interactions should be 
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Extract 5.1 (3): Pain can be connected to how happ
[P02/A: 29.09  29.25]  
1 Pat:  
2 Doc: M::m:. 
3      (0.9) 
4 Doc: .hh Pain can be connected to [how low or ] happ  
5 Pat:                              [(You know.)]  
6 Doc: =feeling. 
7 Pat: M::m. 
8      (1.7) 
9 Doc: Do you see any connection in: (.) what 
10 Pat: Uh:[: : ] 
11 Doc:    [what] happens with you. That on a (0.5) lo:w day the 
12     ore difficult to cope w[ i:th or:_] 
13 Pat:                                    [No: : : . ]
 
At line 1, the patient expresses his concern with physical pain. At lines 4 and 6, the doctor notes 
app s 9 and 
11-12, if he sees any such connection his case. The patient himself denies such a link at line 13, 
however Furthermore, consider lines 8-9 in extract  5.1 (4), which comes as the 
consultation is seemingly winding down.
 
/A: 56.05  56.22] 
1 Doc: at Ian. 
2 Pat: [Yeah.    ] 
3 Doc: [Thank you] for sharing that. 
4      (0.8) 
5  
6      (1.1) 
7 ee:k [yeah.]  
8 Pat:                                [ Yea:]:h. (But) sometimes 
9      - just chat to an individual. 
10 Doc: Mm. 
11 Pat: You know. 
12      (0.4) 
13 Doc: Is there anyone else that you do that with. 
14      (1.0) 
15 Pat: N::ot really.
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emotional disclosure in this consultation has been 
 (line 9) that he does not have 
relinquishes her rol - -
(1987) suggests when writing about the therapeutic potential of the doctor-patient relationship in 
thout feeling the need to 
106)). There is also precedent for this sequence in the stocks of interactional knowledge (Peräkylä & 
Vehviläinen
.   
It is now worth considering why the doctor solicits 
Her doing so is, after all, a remarkable inversion of the typical lifeworld-medicine clash sketched by 
while the patient tries to talk about their lifeworld. While Barry et al. (2001) do recognise that there 
e voice of the lifeworld while the patient prefers the voice 
pa (p. 500)) is not present here.  
While there is no definitive explanation as to why the doctor pursues the emotional line so 
explicitly when the patient has equally explicitly declared his interest in physiological matters, there 
are elements that allow for strong speculation. It can be noted, for example, that 
overall demeanour in the recording is clearly downbeat  he speaks in a quiet tone and spends much 
A multichannel 
intonation may convey emotion more strongly than lexical choice (Goodwin et al., 2012). This means 
that, while the patient may have semantically sho -
2010) by expressing an interest in talking about biomedical matters, other channels clearly indicated 
sugges  
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2. Patient-side topicalisation  
So far, we have seen one, to enter into a consultation - 
doctors topicalising them directly via a question. In the previous example, we saw how this led to an 
extensive emotional disclosure from the patient.  
There are, however, ways in which emotions can be topicalised without a do
solicitation. Extract 5.2 (1) comes after the biomedical business of the consultation has concluded 
she is doing in general. In response, the patient has talked about her family and an upcoming 
holiday. Overall, then, the consultation seems to be winding down, as can be seen in the question 
that the doctor asks at the beginning of extract 5.2 (1).
 
Extract 5.2 (1): I do get agitated [P35/F: 31.42  33.01] 
1 Doc: Is there anything else that you want to ask me? 
2 covered everything. 
3       
4 Com:                                         [Are you sure?] 
5 Doc: [Okay.]  
6 Pat: [.hhh ] (But if I-) Have you. 
7 Com: No.= 
8 Pat: =No. .hhh (.) If I think of some  
9      in the book and >bring the book with me when I come,< .hh  
10 Doc: (Huh.) 
11 ask on the 
12      frontline with me all the way. 
13 Doc: Okay. 
14  
15 Doc:            [Okay. ]               [            Ok]ay. 
16 Com: (You know sometimes) that (0.5) you probably nee:d .hhh You 
17      after 
18      them is. >If you know what I mean.<=Whether  coping 
19      or::= 
20 Doc: =Mm- hm.  
21 I  
22      saying is it might help if [you ] say (0.3)= 
23 Doc:                                         [ Mm.] 
24 you managing alr[ight as we]ll.=Because = 
25 Doc:                       [M::m::m.  ] 
26       
27 Doc: [M::m:m.]                              M::m:m. 
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28 -  what I= 
29 Pat:              [Yeah.  ]                    
30 Doc:                                          [M:::m.  ] 
31 Com: =mean.=Because 
32 Doc: M::m:m. 
33 others me >but< sometimes she can be:: (0.6) 
34      a right pain in the bum >you know<. hhheheheheh 
35 Pat: I not last fortnight. 
36      (0.7) 
37 Pat: And tha::t. An- And I- I agree with you entirely. 
38      (1.1) 
39 Pat: I get agitated, 
40      (1.5) 
41 o::re.=>I was-< 
42      (0.8) 
43 Doc: [Right.] 
44 Pat: [I do  ] get agitated.=And I get (0.5) up in the air. Befo:re. 
45 Doc: Right. 
46      (1.0) 
47 Com: (Then I get it) heheheheh 
48 Pat: Then he gets it (as well).  
49 Doc: What- what do you think that might be about.
 
At line 1, the doctor asks if there are any other issues that the patient would like to raise. The patient 
says that she does not at line 2 , going on to say that all of the issues that she wanted to 
talk about have been attended to (line 2) and praising the doctor for havi on the 
 -12).  
All of this is indicative of closing
ed turn. The 
thrust of this turn is that he would like the doctor to ask how he is doing. While he frames this in 
af -18) initially, he relates it 
explicitly to his own circumstances at lines 33-34, where he describes how looking after the patient 
can be difficult sometimes. The patient herself agrees with this at lines 35, 37, 39, 41 and 44, noting 
in particular that she has be  
Up until this point, 
meanwhile, have been l -
While such continuers can, as we saw in extract 5.1, be used to facilitate psychosocial troubles-
88 
 
telling, and while their intonation marks them as non-neutral (Gardner, 1997), they are 
 
Goodwin, 1986; Jones, 2001).  
This changes at line 49, however, where the doctor asks the patient to expand upon her 
- 
is showing more substantially her engagement with the psychosocial troubles described by the 
orld discussion 
(Barry et al., 2001; Mishler, 1984), she is displaying her willingness, like the doctor in extract 5.1, to 
relinquish her advice-giver role and to act as a troubles-recipient (Jefferson & Lee, 1981, 1992).  
from the patient and her partner. While the length of this disclosure does, again, preclude its full 
 other people seeing her partner doing 
housework. As can be seen in extract 5.2 (2) (which we also saw, for different reasons, in the 
previous chapter), the doctor does end up empathising with this disclosure.
 
Extract 5.2 (2): What is it that s most difficult about that? [P35/F: 33.57 
 34.45]  
1 Doc: And wh en- when you fee:l agitated (.) ( ) about  
2      maybe (0.3) visito:rs or the nei:ghbours see:ing  
3      that- that he's doing something 
4 Pat: hhh 
5      (1.3)   
6 Doc: Wha:ddisi:t that's mo :st difficult about that? 
7      (1.5) 
8 Pat: .hhh  
9      (0.4)  
10 Pat: To see h#i#m going OUt and putting the washing  
11      ou:t. .hhh 
12      (0.4)  
13 Pat: I used t do that, 
14      (0.3) 
15 Doc: Ri[:ght.  ] 
16 Pat:   [>That's] gone.< 
17      (0.4) 
18 Doc: Rhight.  
19      (.) 
20 Pat: .hhhh 
21 Com: But she also sees me: (0.5) whenna do the hoo:veri:ng  
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22      and how< (.) bad it makes me with my ba:ck.= 
23 Pat: =Hiz rearly ba:d.  
24      (0.4) 
25 Doc: Ri[ght.        ] 
26 Com:   [(If you know] what she['s saying).   ]           
27 Pat:                          [And I don't wa]nnim to do  
28      it.  
29      (.) 
30 Doc: [Okay.] 
31 Pat: [I'd  ] sooner lea:ve it. 
32      (.) 
33 Doc: Okay. So you feel bAd for him cussit (.) it's extra  
34      wor:k [(extra burden on him)] 
35 Pat:       [Yes it s extra work. ] He- he does a lot of  
36      extra work. 
37 Doc: But it's hard for you: cos it's stuff you used to do:  
38      and it remi:nds you that you're less we:ll than you  
39      used [to be. ] 
40 Pat:      [º(Used ] to be.)º=  
41 Com: =Yeah.= 
42 Pat: =ºExactly.º (0.3) .hhhh It's taking a lot away, 
43      (.) 
44 Pat: It takes more away .hh than it'll actually gai:n.
 
At lines 1-3 and 6, the doctor asks the 
34
 
                                                          
34 Again, see the previous chapter for a more detailed discussion of this.  
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3. Psychosocial talk arising from task-focused talk  
Extracts 5.1 and 5.2 both involved emotions being topicalised at a clear disjunction from the prior 
talk. 
2) topicalising these matters. 
With this in mind, consider extract 5.3 (1). This extract comes during a biomedical sequence, 
the (male) doctor is asking her and her (male) partner about various aspects of this pain.
 
Extract 5.3 (1): Is there anything seems to set it off? [P19/D: 15.15  
15.33] 
1 Doc: Do you notice anything else at the ti:me. Any change in colour. 
2      (0.8) 
3 Pat: No do- 
4 Doc: No. 
5  
6 Doc:                 [Doesn a:le at all or anything,] 
7 Com:                 [(No. No.)                           ] No.  
8 Pat: No.  
9 Doc: Issere anything se[e:ms            ] to set it off? 
10 -)] 
11      (0.7) 
12 Pat: Uh  
13      (0.5)  
14 Com: .hhh 
15 Pat: - yea:h this is it,]= 
16  
17 Pat: =W - in the ga::rden and that sorta 
18      - .hhh= 
19 Doc: =>Okay.<
 
Throughout this extract, the doctor is asking questions about the pain in her arm  whether it is 
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change in col a:
35. These questions are, of course, biomedical, 
focusing as they do physical symptoms that the doctor can treat. Moreover, they are typical of this 
l o  
that the patient and her partner give are likewise biomedical, responding negatively and 
ally minimal (see Heritage & 
Sorjonen, 1994) way. In other words, they have so far 
was a symptom of an underlying terminal condition, one could easily take this to be from a general 
practice consultation.  
As we shall see in extract 5.3 (2), however, emotions are about to enter the discussion in an 
unexpected way. The final line of the extract 5.3 (1) is included for clarity. 
 
Extract 5.3 (2): You don t really listen [P19/D: 15.33  15.57] 
1 Doc: =>Okay.<= 
2 Pat: =u::h probably:: um lu- lunging something  
3      ab[ou:t and that.     ] [I m thinking] well (.)= 
4 Doc:  [Using it a bit more?]  
5 Com:                         [Mm:-hm.     ] 
6 Pat:=[p raps-] 
7 Com: [(But)   ] she won t be told.   
8      (0.4) 
9 Com: She won't be told. 
10 Pat: Probly that's wh(h)arrit i(h)s y'kn[(h)o ]w. .hhh 
11 Doc:                                    [Okay.]        [Okay.] 
12 Pat:                                                   [B  u ]t uh 
13      (0.8) uh yeah I still try to keep (.) doi:ng little (0.3) bits 
14      and (0.3)[bobs ] an'::- .hh uh he keeps te:lling me off but= 
15 Doc:          [Okay.] 
16 Pat: =(0.6)  
17 Doc: You don't really listen.  
18      (.) 
19 Pat: .hhh [I do- Well] I- (.) [I(h) like to try and keep]  
20 Com:      [No no.    ]        [(    ) .hhh heh heh      ] hehh 
21 Doc:       [Yeah yeah] yeah.
                                                          
35  
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At lines 2-3 the patient describes how the pain seems to be sparked by physical activit unging 
something abou his is also 
question. Her partner at line 7, however, comes in in overlap to declare that he has tried to 
discourage the patient from engaging in such activity o  Following a 0.4 second 
pause at line 8, her partner repeats his turn at line 9 and the patient, at line 10, completes her 
 comment: 
a   
The trajectory of the sequence prior to this point has, as noted above, been unambiguously 
providing the requested information. o
introduces an element of ambiguity, however, because (unlike a change in colour or paleness) this 
touches upon something psychosocial  namely, their relationship.  
Stivers and Heritage (2001) analyse 
straightforward (as in extract 5.3 (1) above). While they note several types of expansion, they focus 
partic
 
Line 7 o partner has warned 
Him raising this issue thus 
introduces a psychosocial element into a sequence  
This issue is clearly important to the patient and her partner, however. In the case of the 
former, this can be seen in him raising the topic to begin with, and in the case of the latter it can be 
it has a deeper resonance for the patient. Notice, for example, how she begins her response with 
ve answers (Heritage, 2015)).  
Again, we can come back here to the common picture of the medical encounter as the 
-st
-progress questioning sequence here, moreover, gives the 
doctor ample opportunity to ignore the psychosocial c
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at. As Barry et al. (2001) note, one of the ways that doctors can ignore lifeworld concerns is by 
b) 
archers who have studied doctor-
handling of these sequences as their primary instrument of interactional p. 145; note, 
on this matter) (see also West, 1993). 
There are many illustrations of this point in the literature. Heritage and Sorjonen (1994), for 
example, show how and- -driven sequence of 
questions, thus (in some instances) blocking a troubles-telling that might have been provoked by one 
seen in Rhodes, Langdon, Rowley, Wright and Small (2006) and Ariss (2009). 
Jones (2001) also shows doctors pursuing a strict biomedical line as part of an ongoing 
Roberts (2000), as well, shows how pharmacists can invoke the medical agenda as a way of deferring 
particular task. Gordon, Ellis-Hill and Ashburn (2009), meanwhile, note similar patterns of interaction 
between nurses and patients with aphasia. 
Beach and Mandelbaum (2005) point out that patients do not necessarily present 
psychosocial narratives in a neat, contiguous way. Instead, they can embed them across multiple 
turns performing multiple different actions, as in their example of a patient who talks about his 
embeddedness of psychosocial elements in these turns meant that the doctor did not attend to 
them, instead pursuing the biomedical agenda. Drew (2013) similarly shows that patient concerns 
can be expressed indirectly, meaning that doctors fail to attend to them. In a therapy context, 
meanwhile, Antaki and Jahoda (2010) and Antaki (2014) demonstrate that therapists can set strict 
boundaries on when troubles talk is appropriate, using various practices to put the interaction back 
agenda ma
 about her i  
Based on this, what the doctor could do at this stage is to simply ask another question about 
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literature outlined above suggests, such a move would, in a wider medical context, be unremarkable 
on his part.  
As can we can see from the extract, however, this is not what happens. Having completed 
-14 confirms what her partner has 
i:ng little (0.3) bits and (0.3 She trails off at line 16, 
leaving the doctor to co-complet
new psychosocial trajectory of the consultation. As can be seen from extract 5.3 (3), which comes 
shortly after extract 5.3 (2), this leads to the patient talking about a wider range of emotional 
matters, in particular her sense of independence in the face of her degenerative illness. The doctor, 
as we can see, empathises with these emotional difficulties.
 
Extract 5.3 (3): I expect you want to keep doing stuff [P19/D: 16.05  
16.43] 
1 Pat: I mean I- I've got to:: (0.4) I mean my son in la:w said it- 
2      it- it s- (.) it's hi:gh time (.) eh (0.3) I started letting 
3      them do things for me:, (.) 
4 Doc: Right.= 
5 Pat: =Instead of me doing things for them like I've bin doing. 
6 Doc: Right.  
7 Pat: All these years.  
8 Doc: Right. 
9 Pat: And um but it takes a (0.4) takes a bitta doing. 
10      (.) 
11 Doc: It s a change in- [in mi:ndset] isn t it really?  
12 Com:                   [(Yes.)    ] 
13 Pat:                   [(Yes.)    ]                  Yes a  
14      change in roles.  
15 Doc: [(Yes)    ] 
16 Com: [And while] I can do these things there s no (0.3) [no   ] need. 
17 Doc:                                                    [(Yes.)] 
18 Pat: Yeah.=  
19 Com: =Yeah.= 
20 Pat: =[Yeah (    ) ] 
21 Doc:  [And I expect] you want to keep doing stuff?  
22 Pat: pt. .hhh Yes.   
23 Com: Mm-[hm.] 
24 Doc:    [You] [don t] wanta be waited on and (0.3) 
25 Pat:          [Yeah.]                             No not yet. 
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26      [Not] til I really have to be.  
27 Doc: [No.]                           No. 
28      (0.3) 
29 Doc: No. And [that time may come,] But actually at the=  
30 Pat:         [But uh             ] 
31 Doc: =moment(.) 
32 Pat: Yeah.= 
33 Doc: =I d encourage you to keep doing what you can really.
  
At lines 1-3, 5 and 7, the patient expands upon the issue introduced in the previous extract, noting 
that her son-in-  
things for them  As in extracts 5.1 and 5.2, the doctor encourages this telling with the response 
 at lines 4 and 8. 
Following this, at line 9, the patient suggests that making this  
This phrase suggests a negative (or, at least, ambivalent) stance towards these events, and the 
doctor accordingly comes in at line 11 to empathically suggest that becoming dependent on her 
- in mi: atient agrees with this at lines 13-14 
suggests at line 16 that he can help the patient when 
 (0.3) no need. 21 and 
24, does a further empathic display, 
?  be 
 The patient strongly agrees with this at lines 22, 25-26 and 32, before going on, in data 
not shown here, to talk more about her relationship with her family members.  
In summary, psychosocial matters here have been touched off by a sequence which could 
otherwise have been straightforwardly biomedical. The doctor could not, of course, have known that 
this subject would have these deeper implications and thus could not have asked a direct question in 
the same way that the doctor in extract 5.1 did. Crucially, though, he has facilitated discussion of 
these matters, first by engaging with them at a point where he could have initiated a shift back to 
the biomedical topic (Gordon et al., 2009; Heritage & Sorjonen, 1994; Jones, 2001; Rhodes et al., 
2008; Roberts, 2000; Stivers & Heritage, 2001) and then, as in previous extracts, by using response 
tokens as the patient and her partner describe the issue at hand. Again, this comes to a point where 
the doctor empathises with the emotions that the patient is expressing, showing his understanding 
of how difficult it must be for her to become dependent on her family and her 
 
Aside from illustrating another way in which doctors can facilitate emotional disclosure 
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and physical symptoms intertwine within palliative care consultations. Extracts 5.1 and 5.2 were, 
b), with the psychosocial issues coming at a 
clear break from the preceding talk. As Sacks (1995) indicates, however, such clean topical breaks 
structure. While we must be cautious in making comparisons, given the differences between 
conversational and institutional inter
(1984b) detailed explication of stepwise topical transition. She writes, for example, about the 
utors can 
move away from the core trouble of previous talk onto a matter ancillary to it, thus ending up on a 
different topic without having explicitly initiated a new topic. This is, of course, similar to the process 
analysed above whereby the talk gradually shifts from a biomedical issue to matters that would, 
from outside, seem to be unrelated to this issue. 
transitions in conversation, 
36.  
Regardless of the means of topicalisation, the feelings under discussion in extract 5.3 (the 
in extracts 5.1 and 5.2 in that they are psychosocial and not doctorable in the same way that, for 
between these two is not always so clear.  
 
4. Linking topicalised emotions to a clinical task  
of discussing them, with no apparent task-driven agenda. With this in mind, consider extract 5.4 (1). 
This extract begins right after the (female) doctor and (male) patient have finished talking about the 
 
/F: 15.20  16.11] 
1 Doc: Did your wife (1.6) not think about coming with you 
2      this morni:ng. 
3 Pat: I told her not to.= 
4 Doc: =>Did you<. 
5 Pat: I always tell her not to come to hospital or anything with 
6      me.  
                                                          
36 These two ways of facilitating psychosocial disclosure are also noted by Arborelius and Osterberg (1995), 
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7      (0.6) 
8 Doc: Right.= 
9 Pat: =You know. 
10      (0.4)  
11 Doc: Okay. 
12      (0.7) 
13 seen enough of these.=You  
14       
15 Doc: Oh:::hhheheheh 
16  
17      (.) 
18 Pat: You know. 
19      (0.9) 
20 Pat: What does my wife want to come for. 
21      (0.4) 
22 Doc: [ Well-  ] 
23  to 
24      happen happen. .hhh 
25 Doc: Okay. 
26 Pat: When you get nearer ei  
27      you,) (0.4) then:: .hh hh hh  
28      bother. 
29      (0.4) 
30 Pat: Well I  
31 Doc:                 [So  ] you do i:ng and 
32       things like that? 
33 Pat: Oh::: no. 
34      (.) 
35 Pat: (God) no. 
36      (0.5) 
37 Doc: Ok[ay.] 
38  
39      to the wife all the time. 
40 Doc: ºOkay.º 
41      (0.3) 
42  
43      three aneurisms.
 
At lines 1-
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consultations with him beca  He concludes this at lines 23-24, 26-28 
and 30  
happen  
 The doctor, at line 31-32, does a so-prefaced upshot formulation (Heritage & Watson, 
1979) of the implications of what the patient has said  that he worry about (0.6) dyi:ng 
and thing The patient strongly confirms her understanding at line 33 ::: 
dating his feelings on this matter, idiomatically noting at line 38 
tta  
 Based on this this first part, extract 5.4 seems to have much in common with the first 
three extracts in this chapter (particularly extract 5.1). It does, after all, feature the doctor asking the 
-attendance at the consultation), leading the 
patient to talk about an emotional matter particularly relevant to palliative care (the fear of death), 
a disclosure that the doctor both facilitates and empathises with, using one of the most recognised 
empathic display formats (a so-prefaced formulation) to do so. It does, in other words, seem to be 
being talked about for the sake of talking about them. 
 Consider now, however, at extract 5.4 (2), which follows on directly from extract 5.4 (1). 
 
Extract 5.4 (2): Does it matter to you where you might be? [P36/F: 16.07  
17.01] 
1  
2      (0.6) three aneurisms. 
3 Doc: M:m:m. 
4 Pat: I mean they knew (0.9) (nobody of the doctors/nobody- the 
5      ee before. 
6 Doc: M:m:m.  
7      (0.5) 
8  
9      going to do the o 0  
10      (1.3) 
11  
12      have it done I might die  
13      every time. I said (w-  
14      (1.2) ) 
15 Pat: So:: .hhhh alIVE.. 
16      (1.1) 
17 Doc: Mm:[:.] 
18 Pat:    [To]uch wood. 
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19 Doc: Mmheheheh. 
20 Pat: At the moment. 
21 Doc: Mheheh. 
22 Pat: Heh heh heh. 
23 Doc: .hhhh 
24 Pat: Heh heh. 
25 Doc: If- if your number were up,=If you were gonna to die, 
26 Pat: Yeah. 
27 Doc: Does it matter to you where you might be? 
28      (1.8) 
29 Pat: Where I might be, 
30 Doc: Mm. 
31      (1.1) 
32 Pat: hhhh 
33 thought about.= 
34  
35 Doc: And would that be at home, 
36      (.) 
37 Doc: Or would that be in hospital. 
38       
39      death)).
 
Between lines 1 
.
the moment.  
number were up, =If you were 
  which 
continues in data not shown here, can be seen at line 34.  
link can be seen particularly in her contrasti ere
-oriented 
because determining where patients would like to be at the end of their lives is a common project in 
palliative care consultations37 s 30-31 of 
extract 5.4 (1) was performing the dual task of both talking through 
                                                          
37 This project, and the ways in which it be introduced, will be discussed more in later chapters.  
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extracts 5.1, 5.2 and 5.3) and topicalising them in such a way that she could then ask a related, task-
oriented question38.  
consultation in the expectation that he would talk about his attitude towards death (and even if she 
had done so, this obscure underlying motivation would be analytically unavailable). A more likely 
explanation is that the doctor took the opportunity afforded by the patient raising this matter and 
linked it to a project (Schegloff, 2007) already on the agenda. This sequence thus started out with a 
psychosocial focus before simultaneously developing, by chance, into the preface for a task-oriented 
project. This is in line with Levinson (2013), who notes that projects can go beyond the boundaries of 
sequences and have extensive preambles. 
The suggestion here is not that the doctor is being manipulative or that her empathic turn in 
extract 5.4 (1) becomes retrospectiv
extract has been included, rather, to illustrate again the importance of sequential context in 
understanding empathic displays (had we ended our analysis at extract 5.4 (1), after all, the dual 
way in which patient emotions can enter palliative care consultations.  
Most importantly of all, this case highlights that, that just as emotions can be topicalised at a 
clear disjunction from task-driven matters, so too can they go on to play a role in task-driven 
-deKlerk & Wallace, 2013) talk has been clearly defined, it must be 
emphasised that such cases form only one portion of the empathic episodes in the data and that the 
relationship between empathy and task-solving can often be more complex. This complexity will be 
the focus of the next chapter.  
 
5. Conclusion 
palliative care. The first section featured a case where a doctor directly asked the patient about his 
medical issues. The second section 
asking him about how he was coping. The third featured a case where a psychosocial issue arose 
spontaneously from a task-driven questioning sequence. The fourth section, finally, featured a case 
                                                          
38 More speculatively, it might be that determining that the patient had a stoic attitude towards death also 
made this task easier, i.e. had he shown a fearful attitude, she might have gone about the project differently. 
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where the doctor empathised with a patient in a way that seemed to be purely psychosocial but was 
subsequently linked to a clinical task.  
These cases have thus varied both in the specific emotions that have been topicalised within 
them and in how these emotions have been topicalised. Nor, it should be made clear, are they 
intended to illustrate every possible way in which emotions could be topicalised. What they are 
intended to illustrate is the willingness of doctors to allow for this topicalisation to occur by creating 
issues. The role of empathy in these cases, meanwhile, has been 
-
- Jefferson & Lee, 1981, 1992).  
inson, 2005). 
Throughout this chapter, it has been suggested that patient emotions are beyond biomedical 
-synonymous with 
 treatments is the goal of this field. As 
established at length in previous chapters, however
011; Saunders et al., 
1995). Based on this, palliative care may require the one 
used in primary care.  
While this is semantic inasmuch as it does not affect the argument of this chapter, it is also 
illustrative, in its own way, of the fundamental difference between primary and palliative care. The 
examples in this chapter go against the traditional conception of medical interaction as being 
biomedical, task-
instead is 
do in, for example, general practice. This difference is particularly obvious when the average length 
of the consultations in the data (just under 33 minutes, going up to almost 39 minutes if only 
inpatients are included  see table 1 in chapter three) are compared with the average length of 
general practice consultations (according to the NHS, between eight and ten minutes (GP 
appointments and bookings, 2016) (the issue of relative length will be discussed in greater depth in 
the final chapter).  
Clearly, though, this analysis would be rather limited if it focused only on those moments 
where emotions are topicalised. After all, as Besnier (1990) has shown, emotions are multifaceted 
and can enter into interaction in ways that go beyond the purely semantic. Indeed, as he suggests, 
Ochs and Schieffelin (1989). This relates to a 
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437). An 
(p. 1248). 
Given all of this, the next chapter will focus on some more subtle displays of affect in 
palliative care consultations, showing how emotions can be empathised with even when they are 
not the topical focus of the interaction. 
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Chapter 6 
 
 
Introduction 
discussed for the sake of discussing them. We saw how doctors could topicalise emotions by asking a 
direct question but, also, how patients themselves could topicalise emotions in various ways. Such 
topicalisation did, as we saw, create an environment where the doctor could empathise with the 
emotions expressed.  
The final case in the previous chapter had the doctor first asking the patient about 
psychosocial matters before linking these matters to a particular task. It was noted there that the 
line between the emotional and the task-driven could not always be strictly drawn. The present 
chapter will expand upon this by showing how patient emotions, aside from being the topical focus 
unto themselves, can be interwoven into consultations alongside, or as part of, the more task-
oriented aspects of palliative care practice. 
- emotions 
can arise as part of task-driven sequences without becoming the focus, giving several examples of 
s are not just interwoven with but are, due to 
-driven 
sequenc
previous chapter, as well as setting up the final two chapters of the analysis.  
 
1. Psychosocial sub-sequences 
Consider extract 6.1. This extract begins as the (male) doctor is asking the (male) patient and his 
breathing and, specifically, how it is affected by 
his sleeping arrangements.
 
/D: 10.02  10.41] 
1 Doc: And wh - wha- how flat are you 
2      in bed. 
3 Pat. .hhhh (0.8) (I-) 
4      (0.3) 
5 Doc: Or propped up [or whatever.] 
6                        -   
7       
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8 Doc: You- [you go down the bed.] 
9 Pat:      [lie down            ] which is 
10      (0.6) 
11 aking up 
12      panicking [and trying to sit up and everything= 
13 Pat:           [(And- And-)  
14  
15 Doc:     [Ri]ght           ]  
16 sically 
17      lift myself off (0.5) 
18 Doc: (Ri:[:ght.)] 
19  
20 Doc:                                [(Okay.)] 
21 Pat: =I do  
22 Com: (Mm.)  
23 Pat:  Ye[ah.   ] 
24 Doc:    ightening when that happens. 
25  
26       
27 Doc:              [Yeah.    ]             And (.) do you get a sense  
28      (.) either from (.) (ehh) watching from the  
29      happening to you (0.3) Lee.=Is there anything that triggers 
30      that.
 
At lines 1-2 ow flat  The patient, at lines 6-
-12, notes that this lying down causes the patient to 
aking up panicking 
at lines 16-
  
A good point of comparison for this extract is extract 5.3 from the previous chapter. In that 
sequence. That extract, though, maintained the line between the biomedical and the psychosocial - 
aside from a brief moment of overlap, the former was abandoned in favour of the latter. 
In extract 6.1, we can see a more complex interweaving of the biomedical and the 
psychosocial, as the patient describes biomedical symptoms (how he wakes up unable to breathe) in 
105 
 
turn and ask another question, 
(Mishler, 1984). As noted in the previous chapter, the literature features many examples of doctors 
doing just that (Barry et al., 2001; Jones, 2001; Beach & Mandelbaum, 2005).  
At the other end of the spectrum, the doctor could, after the patient has hinted at his 
emotions, do what the doctors in the previous chapter did and topicalise them. This would certainly 
be more in line with the stocks of interactional knowledge (  2003) which 
underlie palliative care. It would also, however, be impractical to the point of unmanageability if 
every hint of the psychosocial led to a long, dedicated discussion of the sort that we saw in the 
previous chapter. While such discussions were, for various reasons, necessary in that chapter, surely 
there must be a way for doctors to attend to the psychosocial without making it the focus of the 
interaction? 
As we can see in extract 6.1, indeed there is. After the patient has finished describing how 
 empathic 
display at line 24
is yeah  ke (.) almost drowning on air if you know what I mean
lines 25-26) -
his waking up. The sequence then, in data not shown here, continues with this biomedical focus. 
 so is a recognition of the 
fact that, whatever qualities they may present from a biomedical perspective, symptoms like the 
ones described by the patient can have an immediate, experiential relevance for those who must 
live with them (Pomerantz & Rintel, 2004; Roter & Hall, 2006; Raymond, 2014)39. 
After doing so, however, the doctor has moved on to ask another biomedical question. Aside 
from featuring a three-part sequence (Frankel, 2009), then, this case is very different from the cases 
featured in the previous chapter, -sequence to an 
overarching biomedical sequence, rather than becoming the sequential focus unto themselves.  
The question of why this happens will be addressed below. Before that, it is worth 
considering some additional illustrations of such psychosocial sub-sequences. Consider, for example, 
extract 6.2, which begins as the (male) patient and his (female) partner are describing for the (male) 
doctor how he sometimes gets food stuck in his throat.
                                                          
39 The distinction between the experiential and the biomedical perspectives, and what happens when the two 
become incongruent with each other, will be explored at greater length in the next chapter. 
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/D: 04.44  05.04] 
1 Pat: I might find like eh: (0.5) as tho  
2      throa:t. 
3 Doc: pt. Right.= 
4  
5 Doc: =Oka:y.  
6      (0.5) 
7 Pat: But at pre:sent  
8 Com: ººMm.ºº 
9 Pat: [strongly cough,   ] 
10 Doc: ,=when you::= 
11 Com: =Yeah.= 
12 Doc:  
13  
14 Pat: And likewise with uh blowing my nose.
 
This extract has the same structure as extract 6.1. The patient, between lines 1 and 9, is describing a 
physical symptom in experiential terms. Specifically, he is describing how he lacks the strength to 
 
cough... when  Th
biomedical symptoms at line 
14. 
There are a few elements which make this extract different from extract 6.1. Most notably, it 
is partner 
who moves the biomedical discussion along. This is in line with Barry et al. (2001) who suggest that, 
of the lifeworld, patients are often willing to pursue a biomedical line40 (see also Jefferson & Lee, 
1981, 1992). The core structure, however, is the same, with a psychosocial, empathic moment 
arising within the context of a biomedical sequence without becoming the topical focus.  
In extracts 6.1 and 6.2, patients have been evincing negative stances towards their physical 
symptoms. As extract 6.3 shows, though, patients can also evince negative stances towards 
biomedical matters more generally. This extract comes as part of a ward round consultation and 
begins as the (female) doctor asks the (female) patient about a procedure that she had done the 
previous week.
                                                          
40 We did, of course, see another example of this in extract 5.1 in the previous chapter. 
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Extract 6.3: That was a bit disappointing then [P04/B: 01.16  01.47] 
1 Doc: So what happened last week.(Did you) have the drain pu- put 
2      in? 
3 Pat: Yea:::h. They did a:y it was 
4      now but .hh hardly any c[ame off.         ] 
5 Doc:                         [It was on Tuesday] because I came in 
6      the morning. 
7 Pat: Yea::h. 
8 Doc: Mm. 
9  
10 Doc:                   [Ri:]ght. (That) was a bit disappointing then? 
11 Pat: Y~e::~s. And it just seems to .hhhh hhhoa ((pained exhale)) it 
12      just seems to have gro:wn again. 
13      (0.7) 
14 -  o appeti:te at a[:ll.]  
15 Doc:                                         [ Ri:]ght.  
16      (0.8) 
17 Doc: ºMm.º 
18      (0.4) 
19 Doc: I can hear you bubbling. 
20 Pat: M:::  while. 
21 Doc: And when did that bubbling sound start?
 
At lines 1- he drain pu-  The 
patient responds at lines 3- hey did ard  as a result. The 
patient repeats this latter part at line 9 
tient.  
In this case, the patient is not, unlike the patients in extracts 6.1 and 6.2, describing her 
physical symptoms. Rather, she is describing how a procedure done to relieve her physical symptoms 
failed to do what it was intended to do. As she is doing so, however, she is, like the patients in 
extracts 6.1 and 6.2, evincing a clear stance towards this outcome, most obviously in the design of 
her (repeated) turn at lines 4 and 9
also make a normative inference that a procedure designed to relieve the symptoms of a patient in 
clear distress (the patient is lying curled up on the bed throughout their conversation and, as can be 
seen at line 11, makes frequent pained sounds) and failing to do so wou  
Regardless of th
done it, the conversation proceeds along a biomedical line, with the doctor next remarking upon and 
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 This is the same structure that we saw in 
extracts 6.1 and 6.2, with the doctor recognising the psychosocial impact of a task-driven matter 
without topicalising that matter. This structure is different from the structures we saw in the 
previous chapter and hints, moreover, at the deeper difference between these two chapters.  
To get a better sense of this difference, consider extract 6.4 (1). This extract comes as the 
daughte
 
/F: 23.00 
 23.45] 
1 Doc: Do they go up and down as the day goes on.=Do they- do they 
2      get worse as the day goes on. Your leg- your (f-)= >ankles.< 
3      (1.3) 
4 Doc: (M::::m) 
5      (0.4) 
6 Doc: No? 
7 Pat: Not real[ly no.    ] 
8 Doc:         [No?       ] 
9 Co1:         [Not really] no. They're- they're worse in the 
10      morning. 
11      (0.4) 
12 - When she, y'know   [  )   ] 
13 Co2:                              [>>Well] -<< >I 
14      think they're about the same dad.<=During the day. 
15 Co1: Are they.. 
16  
17 Co1:                                [Yeah.   ] 
18      =the ni:ght. 
19 Doc: Right. 
20      (0.9) 
21 Co1: (     ) 
22      (0.9) 
23 Pat: They're not [so bad as they were some da::ys.   ] 
24 -) No, they're not so bad] as they 
25      were. 
26 Doc: Okay. 
27 Co1: Not so bad as they were the o[ther day.] 
28 Co2:                              [Some days] (are the/they're 
29      worst/worse). 
30 Doc: Yea:[:h.  ] 
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31 Co1:     [Yeah ] 
32 Co2:     [(And)] some days (when) they're not so bad.  
33 Co1: It's the left one that's:  
34 Doc: Yea::h.  
35 Co1: the problem. 
36      (2.4) 
37 Doc: They make moving around even harder don't they.= 
38       
39 Pat: [M:   :    :    :   m.]  
40 Co1: =Yes:. [Yes. ] 
41 Doc:        [Yeah.] ºYea::h.º 
42 Co1: But I put- I put her (0.3) tights on and (.) her 
43      [slipp]ers and so forth so__ 
44 Doc: [Yeah.]                     Yeah. 
45 Co1: And uh
 
At lines 1- The 
th discuss this between lines 9 and 35, eventually coming to the 
 . -25) 
 -38, 
-43 
 (0.3)   
As in the previous three extracts, the doctor here has responded to a description of a 
physical symptom with empathic recognition of the impact that this symptom is having on the 
-to-day functioning  specifically, how  restrict her mobility. Again, 
though, the acknowledgement of a psychosocial issue does not mean that that issue has to become 
the focus of the interaction. While this did happen in the previous chapter, there the psychosocial 
fear of death. They were, in other words, matters that the doctor could not do anything about 
beyond acting as an empathic listener.  
In extracts 6.1, 6.2, 6.3 and 6.4 (1), on the other hand, the patients have expressed 
psychosocial concerns in relation to biomedical matters (waking up struggling to breathe, finding it 
hard to swallow and swollen ankles, specifically). This explains why the psychosocial element does 
not need to be topicalised  because the doctor in these cases can deal with the objects of concern 
and, in turn, ameliorate the negative experience that they have provoked. This can be seen in extract 
6.4 (2), which follows directly on from extract 6.4 (1).
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Extract 6.4 (2): That might help [P24/F: 23.45  23.58] 
1 Doc: And do you- (.) do you spend a lot of time in your (raiser) 
2      recliner. In your chair.  
3 Co1: Y:es::. 
4 Doc: And do you put your feet up in it. 
5      (1.0) 
6 Pat: No. 
7 Co1: N[o.]  
8 Doc:  [ M]m-hm:::. [That   ] might help. heh 
9 Co1:               [I know.] 
10 Doc:  
11 Co1: I know that. We've got um:: 
12 Doc: Heh. 
13 ool.
 
At lines 1- o  
:s:: ts 
eet The patient and her partner both respond in the negative, at lines 6 and 7, and 
the doctor at line 8 suggests that doing so  
The doctor here has thus, shortly after she has empathised with the difficulties caused by 
the pat  a practical solution to those difficulties. It was noted that the 
cases analysed in the previous chapter were remarkable because they involved discussion of matters 
that were not doctorable (Heritage & Robinson, 2006) in a traditional, biomedical sense. In this 
chapter, on the other hand, we can see matters that are doctorable yet are still provoking strong 
emotional reactions in patients. This, of course, is to be expected in palliative care, where patients 
are dealing not with temporary, curable conditions but, rather, chronic, debilitating conditions.   
Another, quite different, example of empathy in relation to a biomedical problem can be 
seen in extract 6.5. This extract begins as the (female) doctor is talking to the (female) patient about 
the possibility of having a catheter inserted.
 
/B: 14.31  15.17] 
1 Doc: So he talked about putting what we call a suprapubic 
2      :be 
3 Pat: Mm. 
4 Doc: into the bladder and see if you can get it out (0.3) th:at way, 
5 Pat: Yeah. 
6 Doc: Are you interested in that or not? 
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7 teres[ted.] 
8 Doc:              [You ] a::re. .hh (0.3) It might not solve all the 
9       problems:, (0.3) But I can certainly ask him his opinion. 
10 Pat: ºOkhay.º 
11 Doc: Okay? 
12      (1.2) 
13 Pat: ºPleas:e.º 
14      (.) 
15 Pat: ºBecause I am tired.º 
16 Doc: You look tired. 
17      (0.9) 
18 Pat: ºThis-º this pain is- burning pain is too (mu[ch.)] 
19 Doc:                                              [M:m.] pt. (It) 
20       
21 Pat: Yeah. 
22 Doc: Mm.=pt. When did we last take blood off you Ananya? 
23      (2.1) 
24 Pat: Uh:: (0.9) I think (0.7) three weeks ago?
 
At lines 1-
what we  The patient confirms her memory of this at lines 3 (
and 5  The 
patient confirms that she is interested at line 7 and the doctor, at lines 8-9, tells the patient that she 
will ask the professional responsible for is opinion  The patient receipts this at line 10 
ºOkhay.º ºtiredº (line 15) 
burn
at lines 19-
 
This extract is different from extracts 6.1, 6.2, 6.3 and 6.4 because it is coming at the end of, 
rather than the middle, of a sequence. Still, the same basic elements that we saw in those extracts 
can be seen here. The patient, in the midst of a discussion about a biomedical issue (the catheter), 
evinces her negative stance towards her current physical condition. The doctor, in response, 
empathises with that negative stance, showing her understanding of the impact that the pain is 
having on the patient.  
The doctor then introduces another biomedical topic, asking the patient at line 22 the last 
The patient responds to the question at line 24, thus 
marking the end of the psychosocial sub-sequence. This can again be attributed to the preceding 
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discussion having 
tiredness. Addressing these issues is thus a practical matter, rather than a matter that could be dealt 
with through extended psychosocial discussion.  
Having seen five examples of psychosocial sub-sequences, and before moving on to the next 
section, it is worth touching upon the issue of turn design. In all of the extracts in this chapter, the 
doctors have empathised with patients on a normative basis, showing their independent 
understanding of the emotional matters raised by patients. In the previous chapter, on the other 
hand, the doctors overwhelmingly (with one exception) empathised with patients by reworking their 
talk, using so-prefaced formulations and other such practices to do so. 
While strong claims on this point would require a more systematic analysis, taking into 
account multiple different settings, it can at least be speculated that displaying empathy by 
and displaying empathy on a normative basis is more suited to psychosocial sub-sequences. 
The possible reason for this difference goes back to the way that these different types of 
display function, as seen in chapter four
after all, treat that talk as having been primarily focused on emotion. Normative displays of 
understanding, conversely, make no such claims. Given this difference, it makes sense for the former 
type to be more fitted to an environment where emotions are on the table, being openly discussed, 
and the latter to be more fitted to an environment where emotions have arisen in a sub-sequence to 
an ongoing biomedical sequence.  
 
2. Integrated emotion 
So far, we have seen sequences where patients have expressed psychosocial stances towards 
biomedical issues. As noted above, this means that doctors can, in theory, address these issues and, 
in turn, ameliorate their psychosocial impact.  
It is now worth considering a case where the patient presents with a biomedical problem 
that is not only causing psychosocial distress but, is in fact, inherently emotional. Clarifying the 
psychosocial and the task-driven. Extract 6.6 comes from a consultation in which one of the (male) 
the extract begins, the (female) doctor is in the process of clarifying the nature of the anxiety that he 
feels in this situation.
 
Extract 6.6: It would be an ordeal [P28/A: 33.22  34.34] 
1 Doc: So (it-) can you put it on a scale of nought to ten with ten 
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2      being the most anxious you can imagine .hh and .hh nought 
3      being (.) completely (1.0) completely calm. 
4      (1.3) 
5 Doc: [>Where would you put yourself?<] 
6 Pat: [                           Well] nought might be .hh a bit 
7      (0.4) lo  
8 Doc: Okay. 
9      (0.9) 
10 Pat: two maybe but  
11      (0.6) 
12 Pat: No I- alm. 
13 Doc: Okay. 
14      (0.6) 
15 Doc: .hh And if I  
16       
17      (0.7) 
18 Doc: Okay? 
19      (1.4) 
20 Doc: How does that make that scale look. 
21      (.) 
22 Doc: Just by suggesting it. 
23      (5.8) ((Steady breathing throughout))  
24 Pat: I think I would (1.9) have to (4.4) s::tand up to be shot at. 
25      (0.9) 
26 Pat: Uh- How can I put it. .hhh I would have to (0.8) .hhh (1.0) pull 
27      myself together to do it.= 
28 Doc: =Yeah. 
29 Pat: For you. 
30 Doc: Mm. 
31      (2.1)  
32 Doc: Mo:re than you would for your wi u mean. 
33      (.) 
34 Doc: Or__ 
35      (0.5) 
36 Pat: Yes. 
37 Doc: It would be an ordeal. 
38      (4.3) ((steady breathing throughout))  
39 Pat: Well it would be an ordeal but... ((patient goes on to further 
40      clarify feelings))
 
At lines 1-3, the doctor is asking the patient about his current state of anxiety. The patient responds, 
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at lines 6-
alm  The doctor then, at lines 15-16 and 20, asks the patient how he would feel 
i o and have a shower -27 
would require h geth  Following some further clarification, the doctor at 
line 37 shows her understanding of how the patient would feel about the proposed scenario  that 
 would be an or  
This turn is, in its design, an empathic display of the sort that we have seen elsewhere in 
both this and the previous two chapters. The doctor is, after all, showing an understanding of what 
the patient has said and that does happen to contain a subjective, emotional word  something 
or
be indistinguishable from any other example in this or the previous chapter.  
The key difference, though, between this and the other examples that we have seen is that 
for a clear task-oriented 
reason. The patient has, after all, presented with an inherently emotional problem (panic attacks), 
the treatment of which (hypnotherapy, specifically, which the doctor will undertake with the patient 
later on in the consultation) naturally requires the doctor to understand the extent and severity of 
the associated emotions. Related to this, whereas in the previous extracts patients have expressed 
emotions towards a range of possible topics, both psychosocial and biological, here the doctor is 
eelings only towards one particular object  the hypothetical scenario that 
she has proposed.  
It could be argued that the doctor showing her understanding in an explicitly task-oriented 
 have seen. Yet, as we have 
-
oriented aspects of a consultation can rarely be demarcated so clearly. This case is thus a suitable 
ending for this chapter because it shows the wholesale of integration of the emotional into the task-
driven. It also presages the chapters to come, which will consider at greater length how empathy can 
be interwoven into task-driven sequences.  
 
4. Conclusion 
In contrast with the previous chapter, where we saw emotions topicalised, discussed and 
empathised with for their own sake, and at a disjunction from biomedical talk, the present chapter 
-driven 
sequences without becoming the topical focus.  
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In the first section, we saw how doctors could attend to the psychosocial implications of 
biomedical matters described by patients without topicalising them, thus creating psychosocial sub-
sequences within longer biomedical sequences. It was shown here how this linked back to the 
matter of doctorability (Heritage & Robinson, 2006) and how the difference between this and the 
ection, 
were not just interwoven but actually integrated into the task-driven aspect of the consultation. 
The key point to be taken from this chapter, therefore, is that empathy and emotion can 
previous chapter, where we did indeed see such clearly de  
Despite this difference, a unifying feature across both this and the previous chapter is that 
the doctors within both them have empathised in a responsive way  that is, in a way which adheres 
to three-part sequence (Frankel, 2009):
 
 
 
-2) 
 
It was noted in chapter four that this sequence has been the overwhelming focus of previous 
research. While it does indeed account for a large number of the empathic episodes seen in the data 
of the present research, however, the analysis also uncovered many cases of empathy that simply do 
not fit into this structure. These are cases, then, where doctors are either making empathic claims in 
first position (i.e. there is nothing in the immediate prior talk to precipitate it) or, if they are 
responding to patient talk, are doing so in a more complex way than we have seen so far  for 
example, embedding the empathic claim within an extended piece of talk as opposed to making it 
the core of the response. It is cases of this type that will be the focus of the rest of the analysis. 
The next two chapters will analyse two types of these - 41 empathic displays, 
as defined by the role that they play in the consultation. The first type, and the focus of the next 
chapter, are cases where doctors display empathy in the face of some incongruence between the 
or is saying, I 
understand how you feel, but... The second type, and the focus of chapter eight, are cases where 
doctors empathically demonstrate that the medical agenda is driven by a consideration of their 
                                                          
41 initiatory and responsive 
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feelings. These are thus cases where the doctor is, again crudely put, I understand how you feel, 
therefore...
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Chapter 7 
understand - Empathy as a way of bridging the gap between the 
 
 
Introduction 
 
The present chapter will consider, therefore, how doctors can empath
feelings at moments when those feelings diverge from the medical agenda.  
We will see multiple contexts in which such divergences can occur. The first section 
(  will s
their care exceed what can actually b  
will show how certain topics can be difficult for patients to talk about, even if they are important 
from a medical will show a single case in 
which the patient has perceived a piece of medical advice to carry the offensive implication that she 
is exaggerating h  will show cases where patients have 
strong emotional reactions to events which, medically speaking, are not dangerous. The focus 
simultaneously conveying their medical expertise.  
 
1. Recognising patient wishes and expectations 
Consider extract 7.1, which begins after the (female) doctor has physically examined the (male) 
 start 
of the extract, she has attributed to his tablets.
 
/F: 25.18  25.38] 
1 -  
2 Pat: M(h):[m:. 
3  
4      you:. 
5 ou think so.< 
6 Doc: I do:.=(It) might not [be as   g]ood as you want i(h)(h):t:.= 
7 Pat:                       [(Yeah.)  ] 
8 Doc: =[.hhh N(h)o eheh .hh I gue  
9 Pat:  [No::. No::.                      [Mm:]:hh[h. 
10 Doc:                                             
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11      ((Doc moves her chair closer to the Pat)) IS: .hh (0.3) i:s (.) 
12      we mAYbe ca  
13 Pat: M(h)m(h)m pt.  
14 Doc: li:ke it [to be. ] 
15 Pat:          [   No ap ebuliser first 
16      thing .hh this morning.
 
At lines 1 and 3- -
ou  The patient responds at line 5, 
however with an expression of scepticism42 o  
 a divergence here between his own perspective and the 
. 
 objectively, she can see that there has been improvement and that this improvement can be 
attributed to the treatments that the patient has received. The patient responds sceptically to this 
assessment, however, presumably because it does not accord with his own experience of his illness. 
m two 
different perspectives.  
These perspectives were famously touched upon by Mishler (1984), who portrays medicine 
ledge, with 
Heritage (2013), also, suggests a distincti
(2015).  
There are many illustrations of these disparate perspectives in the CA literature. Boyd and 
Heritage (2006), for example, show the problems that can arise when doctors treat behaviours such 
rcumstances. Gill (1998) notes, similarly, that 
might be causing th with diabetes patients, 
Rhodes et al. (2006) and Rhodes et al. (2008) discuss the use of Electronic Medical Records, noting 
that such systems emphasise biomedically-
                                                          
42 Or, at least, gets treated as an expression of scepticism, as we shall see below.  
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2008, p. 1249). Research has also shown how patients can provide narrative, experiential versions of 
their symptoms while doctors pursue only the biomedically relevant aspects (Jones, 2001; Marshall, 
1988). As Pomerantz and Rintel (2004) summarise
participants [in medical consultations] engage in practices that both reflect and constitute the 
physician as medical expert and the patient as experiential bu  
expertise, which suggests that the 
experience of his condition  
hence his expression of scepticism. To see how the doctor addresses this, consider line 6, where she 
o
experience of his illness differs from ou want i(h)(h):  Note her 
ou nd 
experiential perspectives.  
o::. No
doctor expands her show of understanding at lines 8, 10- ue
frustrAting IS: .hh (0.3) i:s (.) we mAYbe ca i  During this turn, 
the doctor also moves her chair closer to the patient, accompanying her empathic display with a 
display of non-verbal attentiveness. In response, at lines 15-16, the patient both confirms the 
o
a orn
reinforcing his earlier sceptical stance. 
 must be for him that these wishes are not being met, while providing her 
own, medical view that the treatment has been effective. By doing so, she ensures that she is 
communicating her medical expertise in a way that recognises, rather than ignores, the p
feelings.  
A further example of this can be seen in extract 7.2. This extract begins as the (female) 
doctor is describing for the (male) patient, at his request, the way in which his terminal cancer could 
end up killing him. 
 
Extract 7.2: Some people find that difficult to adjust to [P14/B: 11.08  
11.39] 
1 Doc: Um (1.6) other people: wi:ll develop proble:ms: related to 
2      the liver. 
3      (0.3) 
4 Pat: Yh[eah.] 
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5 Doc:   [  So] they might become (0.3) jaundiced. 
6      (0.4) 
7 Pat: Yeah. 
8      (.) 
9 Doc: And that might just be a si:gn that things are (0.4) ºspeeding 
10      up a littleº ººbit.ºº 
11 Pat: Rhight. 
12      (0.3) 
13 Doc: Okhay?  
14 Pat: Okay. 
15 t  this is exact  
16       
17 Pat: No. 
18 Doc: >And some people< find that quite difficult (0.3) to adjust to. 
19      ºThey ell you know  
20 Pat: Yeah. 
21 Doc: i .hh  
22      an e:ye on you: a:nd (.) º howº deal with thi:ngs  
23      as and when they (1.0) 
24 Pat: [Yeah.    ] 
25 Doc: [ºdevelopº] really.
 
Between lines 1-
:  line 
h -16, stating that she cannot 
t (0.3) say to 
act
shows her understanding at lines 18-
 Thereafter, she goes on describe, at lines 21-23 and 25, how 
ition given this uncertainty.  
As in extract 7.1, the doctor here has acknowledged what the patient wants (a summary of 
the course that his illness will take) while informing him that it cannot be provided, showing her 
process. Notice, though, that the doctor empathises pre-emptively here, which explains the generic 
 she cannot say that this patient in particular will find it 
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So far, we have seen two cases where doctors have recognis
expectations for local, interactional purposes. We will now see a case 
expectations could actually lead to a negative outcome if left unmanaged. Extract 7.3 begins during a 
discussion of where the (male) patient 
hospital than be at home.
 
/D: 32.44  33.34] 
1 Pat:  
2 Doc: pt. [Right. 
3 Pat:     [.hhh  I either (want to) go in (the) hospital o:::r where 
4      they (would) look after mhe. 
5 Doc: Mm.=Would you come he:re r- (ehh) as opposed to hospital?=Or 
6      would you want to go to hospital.= 
7  
8 Doc: No. 
9 - ind  
10      ell) but (0.3) .hh[hh ]hh= 
11 Doc:   [Mm.  ]                                             [Mm.] 
12 e  
13      (0.4) the dead end. 
14      (.) 
15 Pat: .[h h  h] h hAhfter here  
16 Doc:  [Mm-hm.]                                         [Mm-hm. 
17 Pat: =(ºYhou knho::whh.º)= 
18 Doc: =ºMm.º= 
19  
20      (.) 
21 Pat: But if I have to I hh  
22 Doc:                                [Mm.]      [pt. .hh]        
23      (0.4) 
24 Doc:  
25      sa:ying,=I - ope and treatment 
26      might wo::rk, (0.3) .hhh Someti:mes: you come to a point whe::re 
27      people know  
28 Pat: Yeah [I know.] 
29 Com:      [  (M:::]:m.) 
30      (0.3) 
31 Pat: [ºYeah.º ] 
32 Doc: [  And th]en:: (0.7) it- (.) it fee:ls is it helpful then to: 
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33      (0.5) to go y: and noisy:
 
At lines 1 and 3-4, the patient expresses his wish to go to the hospital at the end of his life, where he 
-6 suggest the hospice as 
Would you come he:re r- (ehh) as opposed to hospital? though 
also leave open the possibility that the patient might have a particular reason for wanting to go to 
o  
This latter possibility is realised when the patient, between lines 7 and 19, indicates that he 
curative ea e 12-13 hAhfter here th
)43
I have to I hh  
s expectations 
could lead him to make an important decision (where he will spend the end of his life) based on the 
notes, misunderstandings and misconceptions can often go unnoticed in doctor-patient interaction, 
leading to potentially severe consequences. Friedson (1975), also, notes that, while doctors can 
sometimes accommodate misplaced patient expectations, there comes a point where doing so 
would mean relinquishing the expertise that defines their role. Allowing a patient to go to the 
hospital to die (an unpleasant prospect, as we shall see) on faulty assumptions would, presumably, 
be such a point.44  
The doctor here is thus going to inform the patient that his expectations of what can be 
provided at the hospital are misplaced. He starts to do so at line 24, with an empathic assessment of 
however, and latches his empathic display onto it at lines 24-
a:ying,=I -) (.) 
o  Having shown his understanding of the 
then, from lines 26- come to a point whe::re people 
                                                          
43 
 also addresses this 
 
44 
[is] m -level moral order can be understood as cut from the same cloth as 
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know In such a situati
treatment would be futile.  
response, the doctor brings up again where the patient wants to be at the end of life. He links this 
busy: and noisy
brother concur with this and the patient agrees that, if there was no hope for curative treatment, he 
 
In summary, the doctor here has informed the patient that his expectations are unrealistic. 
While doing so, however, 
empathic display here thus ensures that his recommendation (that the patient come to the hospice) 
45. 
 
2. Recognising difficult topics 
Extract 7.4 begins as the (male) doctor is talking to the (male) patient and his (female) partner about 
renovations t
possible renovation that they have discussed is having a wet room installed, which the doctor is 
talking about as the extract begins.
 
Extract 7.4: It feels difficult to keep looking too far ahead [P30/D: 27.08 
 27.51] 
1 Doc: >I mean< the on  
2      (0.7) 
3 Doc: O::r that kind of thing,=(Is that it- and it) (0.6) does feel 
4      like oo far ahead. 
5 (?): (Mm.) 
6      (0.5) 
7 Doc: ightening, 
8 Com: Y[es absolutely   ] yes. (True.) 
9 Doc:  [(When) peopl::e]               almost force you to look 
                                                          
45 There are echoes here of work on concessions. Liddicoat, Döpke, Love and Brown (1994), for example, 
analyse cal
 of course, key differences between concessions and what 
the doctors in this chapter are doing, not least of which is that concessions are usually studied between one 
ropriateness of an 
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10      [too far] ahead. .hh I suppose what is helpfu:l (.) >though<= 
11 Com: [(Yeah.)] 
12 Doc: = e:nd (0.7) (a) significant amount  
13      mone:y [.hh  ] is that you- it is future proof. 
14 (?):        [(Mm.)] 
15      (0.3) 
16 Com: pt. (Yeah.) 
17 Pat: Yeah. 
18 rent way of thinking about it,=So that 
19      e:ns (0.6) pt. you may 
20      not need all the features, 
21 Pat: Yes[:.] 
22 ai:n:= 
23  
24 Pat:      [(Yeah.) 
25 Doc:      [At a later date. That would be  
26 Com: Yeah. 
27      (0.3) 
28 Doc: that would be a less efficient way of doing it.= 
29 Com: =True. [ºYes.º] 
30 Doc:        [.hh   ] But I appreciate it feels difficult. 
31 Com: .hh [Yes:.] 
32 Doc:     [   To] keep looking too far 
33 Com: Yeah.  
34 Doc: looking [too far ahead. 
35 Com:         
 
As we shall see at greater length in the next chapter, talking about the future in serious health 
We will also see in that chapter some of the ways that doctors can empathically broach this topic. 
This case is different from those in the next chapter, though, because the doctor here is not 
broaching the topic of the future as such. Rather, he is simply observing that it would make good 
financial sense to have a wet room installed now because it would take into account how the 
ition might develop. The topic is still a sensitive one, however, and we can see this in 
the way that the doctor makes his observation.  
on  O::r that kind 
of thing,=(Is that it-). c display at lines 3-4, 
oes oo 
ight l::e... 
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7 and 9- Yes 
 
The doctor then notes that, difficult as it might be to talk about, installing a wet room now 
would make financial sense because it e 13) and they would thus not 
ai:n: . ). He then does another empathic display at 
lines 30, 32 and 34
patient and his partner t  
In summary, the doctor here has advised the patient and his partner that, from a financial 
standpoint, it makes sense to plan ahead when making home renovations. In the process of doing 
so, however, he has shown that he u  to think about the future in this 
ight
acknowledged, then, even when the doctor is not strictly broaching it as part 
of the medical agenda.  
Extract 7.5 begins during a sequence in which the (female) doctor has asked the (male) 
patient about what he would like to happen should he take a sudden bad turn. Just prior to the start 
of the extract, the patient has said that he would wish to receive treatment only if there was a 
possibility of him returning to his current state of health. 
 
Extract 7.5: Not always the easiest thing to chat about [P38/G: 9.06  
9.31] 
1 Doc: You feel happy (.) 
2 Pat: Y(h)e[s. ] 
3 Doc:      [To-] to go in46 if w- if we thou:ght it would reverse 
4      things.= [If it was a rever]sible cause. 
5 Pat:          [Ye::s. Just-      
6      back to square one ºshorta thhing.º  
7 Doc: Okay.= 
8 Pat: =Ye[s.      ] 
9 Doc:     
10      [for t]alking that through. 
11 Pat: [Yeah.] 
12      (.) 
13 Doc: easiest thi:ng [to uh  ]      
14 Pat:                                           [pt. No.]  
15      [No.] 
16 Doc: [to ] chat about. 
                                                          
46 To the hospital.  
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17 Pat: No. 
18      (0.3) 
19 Doc: (Mm./No.)= 
20 Pat: =But I can (1.4) all the f- when I- when it is ti:me .hh 
21      all the family can be with me you see.
 
At lines 1 and 3-4, the doctor is clarifying that the patient would like to go into hospital and receive 
The patient confirms this at lines 5- -
it got me back to square one ºshorta thhing.º
the doctor at lines 9-  
 
di easiest thi:ng to uh to chat 
-21, to discuss the 
advantage of doing so.  
As with extract 7.4, the doctor here has shown her understanding that certain topics can be 
difficult for patients to talk about, even if they are, from a practical perspective, important and 
can 
have for patients is empathically recognised in a sequence where there is, objectively, some benefit 
to discussing it.  
 
3. Giving difficult advice 
-party 
complaint , p. 2385). 
Specifically, she has complained about a visit to the hospital and her interactions with a doctor 
there, whom she h  While complaints in everyday interaction invite 
affiliative responses (Couper-Kuhlen, 2012; Heritage, 2011), they can create problems for 
professionals whose institutional roles mean that they must strike a balance between showing 
understanding while remaining neutral towards the particulars of the complaint (Moore, 2009; 
Weatherall, 2015). G
, this sequence 
is already rather unusual. There are also, as we shall see, additional elements which make this 
example particularly complex.  
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which begins as the (female) doctor is asking the patient for further details about what the doctor at 
the hospital said47.
 
Extract 7.6 (1): That sounds quite distressing really [P35/F: 6.09  07.12] 
1 Doc: What did he say then?=Tell me.= 
2 Pat: =He wants me: (0.9) to go::h (2.2) EXercising, 
3 Doc: Right. 
4      (0.5) 
5 Pat: .hh E ai:n to go through the pai:n as well. 
6      (0.5) 
7 Doc: Right. 
8      (.) 
9 Pat: .hh U::m (0.9) no antibiotics:. 
10      (1.6) 
11 Pat: On the steroids though. 
12      (.) 
13 Doc: Right. 
14      (0.9) 
15 Pat: (A- -/Um) (.) and tha:t. 
16      (0.8) 
17 Pat: U::m (0.7) >he sai orma:l, 
18      (0.9) 
19 o::rm, 
20 Com: [(For you-)] 
21 Pat: [       For] me to be like thi:s. 
22      (.) 
23 Doc: Right. 
24  
25      becuss (.) I woulda nor:  
26      (1.1) 
27 Pat: By then, 
28      (1.0) 
29 an  
30      done.< 
31      (0.4) 
32 Doc: Rhight. 
33 Pat: But< (0.5) he really bugged mhe. 
34      (0.4) 
                                                          
47  
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35 Doc: Rhight.= 
36 ade me fee:l li:ke (.) if I can do all 
37      tha:t (1.1) then sure t as  ill as (we-) I think I 
38      am. 
39      (0.8) 
40 Doc: Right. 
41      (1.2) 
42 Doc: Okay. 
43      (0.7) 
44 Com: [(They put you-   )] 
45 - -  
46 Doc:                                     [Mm::::.] 
47 Pat: coming from.= 
48 Doc: =Y eah. (That/No it) sounds quite distressing really. 
49 Pat: Yeah.
 
o::h (2.2.) 
She found this recommendation offensive because it made her feel that she is not as ill 
as she is making herself out to be (lines 36  38). This is a rare example, then, where empathy is 
particularly close to the surface of the interaction. Not only is the patient complaining about how 
another doctor behaved in a way that she perceived to be unempathic, she concludes her complaint 
by directly asking the present doctor i
47). In response, the doctor does indeed display her understanding in the form of an assessment at 
 
This empathic display is not the focus of this section, although it does hint at the deeper 
interactional problem with which this doctor will have to contend. This problem is, at root, related to 
he 
147). Heath (1992) draws upon the work of Bloor and Horobin (1975) in discussing legitimacy, noting 
that patients are simultaneously expected to use their lay expertise when deciding to go to the 
illustration of the problem of legitimacy can be seen in Becker, Janson-Bjerklie, Benner, Slobin and 
-threatening and seeking 
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their visits in general practice consultations (Heritage & Robinson, 2006), particularly when doctors 
suggest that they cannot see evidence of symptoms (Heath, 1992). Stivers, Mangione-Smith, Elliot, 
McDonald and Heritage (2003) indicate that this may also be true for parents seeking treatment for 
their children.  
It might seem that legitimacy would be a non-issue in palliative care, given that patients in 
this environment are indisputably ill and have been referred to the hospice by another health 
return clinic visits have not used their own judgement as to when it is appropriate to seek medical 
see from this extract, though, the issue of legitimacy (or, at least, a variant of it) can arise when the 
to do so and is thus overstating the severity of her illness.  
It is well established that giving advice can be a problematic activity, fraught with underlying 
implications. Heritage and Sefi (1992), for example, show how a mother may treat advice from a 
health visitor as calling into question the competence of the care she is giving to her baby. Yet the 
advice that the doctor at the hospital gave to the patient was, presumably, medically sound, 
whatever problems she may have had with how it was conveyed. It thus remains for the present 
doctor to reiterate this advice without the offensive connotations that it had previously had for the 
patient. To see how she does so, consider extract 7.6 (2), which comes after the patient has 
expanded upon her complaint. 
 
/F: 15.59  17.05] 
1 Doc: What we (0.3) do kno::w (0.4) .hh (.) i::s that 
2      try::i::ng to: (0.3) h:elp you <m:a:nage> the 
3      breathlessne::ss: (0.4) so that (0.6) y:ou can be as active >as 
4      you >>ºchan.º<<=Now I know a  
5 Pat:                                             [Mm-hm.] 
6 Doc: =lots of other stuff going on as we:ll, .hhh (0.6) But 
7      we do:: kno:w (.) that maintai:ning .hh a little bit of 
8      activity  
9      living (0.3) 
10 Com: Lon[ger. 
11 Pat:    [Longer. 
12 Doc:    [longer. 
13      (.) 
14 Doc: pt .hh= 
15 Pat: =Y#ea#h.= 
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16 Doc: =And that (.) is fa::r mo::re effecti:ve .hh than the 
17      bouncing out of hospita:l 
18 Pat: Yeah. 
19 Doc: for helping you to live longer. 
20 Pat: Yeah.  
21 Doc: So although you have .hh (0.5)  
22      C  get your breath, 
23 Pat: (No[:.)] 
24 Doc:    [  A]nd it feels important to go to hospita:l,= 
25 Pat: =Yeah. 
26 Doc: .hhh (.) A i o anything 
27      [>in the hos]pital that< they coul  
28 Pat: [No.       ]                                              ºNo.º 
29 Doc: So go ix anythi:ng.= 
30  
31 Doc: It just gradually: f:ixed it[se:lf.        ] 
32 Com:                            [(Self./Itself.] 
33 Pat: Yeah. 
34      (.) 
35 Doc: Really.= 
36 Pat: =Yeah. 
37 Doc: .hhh U:m pt. hh but what we (.) do:: kno:w is try:i:ng to keep 
38      you (0.7) ticking over at ho:me, .hh (.) Pottering as much as 
39      you possibly ca:n, .hhh I ou: (0.6) to 
40      li:ve (0.4) as lo:ng as ºpossible.º 
41 Pat: (Khhay/Okhhay.) 
42 Doc: (Alright.)
 
From lines 1-
[she] >>ºchan.º
she does an empathic display at lines 4 and 6, showing that she understands how remaining active 
a
talk which, by contrast, has been delivered in a slow, almost hesitant, manner. This highlights both 
the delicacy of the topic and the importance of the display in tempering any negative connotations 
that this advice could have (indeed, previously did have) for the patient.  
Following her empathic display, the doctor, from lines 6-9, reiterates the same essential 
y
the patient to live longer. The doctor then expands upon this advice at lines 16-17 and 19, noting 
that remaining active is likely to be more effective for the patient than going to the hospital. 
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Again, though, the doctor is striking a balance here, given that the patient has, as seen in 
extract 7.6 (1), complained about the doctor at the hospital making her feel as though she is 
exaggerating her illness. Unsurprisingly, therefore, the doctor follows up her expansion with a 
second empathic display at lines 21-22 and 24, showing that she understands that the episodes of 
 
hospita  
then, at lines 26- e 
medical inefficacy of going there. After the patient agrees with this (most explicitly at line 30
. terates her advice from lines 37-40, informing the patient that keeping her 
a i:ve (0.4) as lo:ng as 
ºpossible.º 48. 
The doctor does a similar empathic display later in the consultation, as can be seen in extract 
7.6 (3).
 
/F: 27.39  27.53] 
1 Doc: And I guess the challenge is if you get another fla:re 
2      [is-     ] is whether you try sitting out (.)= 
3 Pat: [(I know)] 
4 Doc: =at h[ome.] 
5 Pat:      [I   ] will try and sit it out.[I will. 
6 Doc:                                     [I know  
7      difficult.= 
8 Pat: =I kn[ow. 
9  
10 - I will do it.= 
11  you to feel ganged up against.
 
At lines 1-2 and 3, the doctor suggests that the patient try to 
ill -7, shows 
ow 
that s   Once again, the doctor is delivering a 
potentially unpalatable piece of advice alongside an empathic display recognising the difficulty that 
the patient could have in following it.  
                                                          
48 There is another parallel with Becker et al. (1993) here, who note that learning to care for their own illness 
as much as possible is a key issue for asthma sufferers.  
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patient has complained about the lack of understanding shown by the hospital doctor. By showing 
wing her understanding of 
received at the hospital while still conveying the thrust of the recommendation that the doctor there 
has made. In other words, she is giving the same advice as the other doctor but is doing so with an 
empathy that, according to the patient, he did not.  
This has echoes of other resear
no
still recognising the reasons that the patient would have for seeking treatment (this is reflected 
particularly strongly at lines 20-21 and 22 in extract 7.6 (2) and throughout extract 7.6 (3)). 
Extract 7.6 is also similar to a case analysed by Beach and Mandelbaum (2005) where a 
doctor recommends exercise to a patient and the patient says in response that this would be difficult 
advice  for him to follow - specifically, in his case, because of the limited time he has available since 
his mother had a stroke several years before. The difference between extract 7.6 and Beach and 
baum 
the life difficulties that this has caused for him). The doctor in extract 7.6, however, has shown her 
empathic understanding of why the patient would find it difficult to adhere to her advice. This is, 
therefore, another example of empathy bridging the gap 
 
 
4. Reassurance 
So far in this chapter, we have seen doctors empathically bridging the gap in cases where they must 
difficult advice or being told that they have a misconception about the care that can be provided. 
We will now look at examples of a practice that is seemingly the opposite of these  reassurance. To 
get a flavour of this, consider extract 7.7 (1). This extract begins as the (female) doctor is asking the 
(male) patient (along with his (female) pa
episodes of breathlessness, a key symptom of his illness.
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/F: 18.12  18.57] 
1 Doc: When you gET breathless, (0.3)  
2 Pat: ºYheah.º 
3      (1.0) 
4 Doc: Is it scar :ghtened?= 
5 Pat: =Very scharhy. 
6 Doc: What kind of thoughts go through your head. .hhh 
7 Pat: U::m fnhh pt. (0.9) well most- most da:ys: I have about two or  
8      erge of 
9       
10      (0.6) 
11 Doc: Right. 
12 Pat: .fhhhh fhhhh pt. 
13      (0.8) 
14 e:w (0.7) a few ti:mes 
15      iterally bee  
16      o:llable, 
17      .hh [(     ) 
18 Com:     [(He/You) had one of those yest  
19 Pat:                                                   [Y]eah. 
20      (1.1) 
21 Pat: That  
22 Doc: Yeah. 
23      (0.7) 
24 i:e when that happens. 
25      (0.6) 
26 Pat: U:m fhh fhh (1.1) yes. hhh 
27 Doc: Yeahh. 
28 Pat: To be hon(h)est. 
29 Doc: pt. Yeahh.
 
ar
patient strongly confirms that he does at line ery scharh
the sort of though  In response, the patient, between lines 7 and 17, 
erge nd 
uncontrollable shaking. He concludes his description at line 21 at
 The doctor then, following a gap at line 23
gonna di: to which the patient, at line 26, and after some hesitation, responds 
affirmat  
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The patient here has thus admitted that he feels as though he might die during episodes of 
breathlessness. There are many reasons why it is beneficial for the doctor to have raised this issue. 
The one that we will focus on here is this: episodes like the one that the patient has described are 
not, medically speaking, likely to kill the patient. The doctor is thus in a position to convey this to him 
and to reassure him that he is not going to die when he gets breathless. 
Reassurance is different from the other tasks in this chapter in that it is, as Lau (1989) notes, 
however, there are many downsides to reassurance. Such downsides are reflected in an interview 
study on the subject in rheumatology clinics (Donovan & Blake, 2000). This study showed that simply 
telling patients that their symptoms were not serious was not perceived as reassuring by the 
patients themselves because it did not take into account the negative impact that these symptoms 
there is nothing wrong can seem to deny the reality of th  
Peabody (1927) famously touched upon this issue when he wrote about patients who 
yet nonetheless experience great distress, as did Friedson (1975) when he noted that patients, even 
 
 
perspective, the full impact of the illness experience and its meaning. For the patient, the flu 
may be seen as an indication of a compromised immune system and an early sign of cancer. 
Failure to appreciate this kind of significance arises from a fundamental difference between 
doctors and patients in their worldview  
 
From an interactional perspective, Rhodes et al. (2008) analyse a case in which a patient merely 
being told that her diabetes is not the cause of her symptoms does little to reassure her because it is 
1252). Drew (2013), similarly, notes 
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of hearing noises that sound to her as if her 
child is gasping for air is far stronger and more enduring than the doc  
Given this, how can the doctor here reassure the patient without seeming to diminish or 
invalidate his experience of his illness? For an answer, consider extract 7.7 (2). This extract starts just 
over a minute after extract 7.7 (1), after the patient has described an episode where his 
breathlessness caused him to black out. The extract begins as the doctor is explaining the 
physiological purpose of blacking out.
 
Extract 7.7 (2): So it feels really frightening [P23/F: 20.30  21.14] 
1 Doc: U:m that- that sort of .hh what- what blacking out (.) 
2      does is it allows your body to reset itself. 
3 Pat: (ººYeahhh.ºº) 
4 Doc: Really. 
5 Pat: [ºYeah.º] 
6 Doc: [pt. .hh] And th  f:ar more likely to happen than you are 
7      (0.3) to dhrop dhead rheally. 
8 Pat: (ººYheah.ºº) 
9 Doc: Okay? So it feels really frightening, 
10 Pat: Yeah. 
11      (0.3) 
12 Doc: - eally  
13      your brea:th .hh elp but (0.9) 
14      panic a bi:t, 
15 Pat: Yeah. 
16 Doc: And that when you pan ea:the as  
17      effect#ively,# (.) And it kind of spira:ls, (0.7)  
18      rhoun[d   and] round. .hh [Um ]   
19 Pat:      [(Yeah.)]            [pt.] ºYheahhh.º 
20 Doc: pt. You know, and- and- elp it, 
21 Pat: [(I know./No.)] 
22 Doc: [(It- ain is kind of over- (.) over- 
23      (1.1) 
24 Com: Mm. 
25 Doc: [>Going into overdrive< really. 
26      ((Doctor goes on to explain further about the biological 
27      ))
 
At lines 1- ut et 
outcome that she suggests, at lines 6-
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admitted in extract 7.7 (1) that he is scared of dying at such moments, the doctor here is reassuring 
him that his fear is, from a medical standpoint, unwarranted.  
The doctor follows up her reassurance eels really 
these episodes. This can be seen, particularly, in her emphasis 
eels ou
pon her 
thought processes in moments of panic. She then, at line 22, starts to provide a biological 
tinues in data not shown here.  
The doctor has, therefore, reassured the patient that his symptoms are not medically 
dangerous while empathically recognising why he would feel in the moment that they might be so. 
This has echoes of a case in Heath (1992) where a doctor diagnoses that a child does not have a 
felt that it was worth seeking medical help. Similarly, and as in the previous section, this case also 
h
ly informed that their presenting 
problem is mild or insignificant, while also being reassured that it was reasonable to consult their 
phys  
A second example of empathy alongside reassurance can be seen in extract 7.8. This extract 
about certain phrases used in the scan results, noting that their daughter has been particularly 
concerned about them. As the extract begins, the (male) doctor is explaining to the patient that 
these results are not as severe as she thinks. 
 
[P19/D: 
7.30  8.17] 
1 Doc: So y: (1.0) because the rest of 
2      the lungs are working f[i:ne ] .hh (.) you almost (0.9)= 
3 Com:                        [Yeah.] 
4 Doc: =[(if you weren - a:n  
5 Pat:  [Oh right.        ]  
6 Doc: =know.= 
7 Pat: =Yeah.=  
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8 Doc: .hhh So: I hear  
9      it,  
10 Pat: Well yes. She was- you k[now  ] when it says uh:: sort of= 
11 Doc:                         [Yeah.] 
12 Pat: uh l-[l- lung collapse     ] imminent= 
13 Com:       [(Lung- well I mean-)] 
14 -  
15 Doc:         [Okay. Yeah.            ] 
16 Pat: =>gonna< (.hhh) [you know] be gasping for (0.7) 
17 Com:                 [Aheh    ] 
18 Pat: =[brea:th] I suppose.=Bless [(her) 
19  
20      ight upper lung mass collapse evident, .hh But 
21      small  
22 ???: =(Mmh) 
23      (0.4) 
24 Doc: On the previous cee-tee [CT].49 
25      (2.1) 
26 Doc: Uh:: (.) so (why-  
27      and see if that- 
28      (0.4) 
29 Doc: So I d   
30 Pat: =Oh. 
31 Com: [(Eh heh) 
32 - (And) I appre  
33      written, 
34      (0.9) 
35 Doc: But I th:- : (0.4) not gonna be a big 
36      problem at the moment.
 
At lines 1-
a:n you 
-9, the doctor displays his empathic understanding 
of what the patient and her partner have said about the test results having concerned their 
ear  The patient confirms and 
expands upon this between lines 10 and 
                                                          
49 Computed Tomography (CT) scan. 
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been of particular concern50. The doctor thereafter continues downplaying the severity of the scan 
 
think it means  While doing so, however, he also expresses his 
understanding, at line 32-33, that the wording of the results can sound reciate 
He then, in data not shown here, goes on to bring up the image of 
 
As in the previous extract, the doctor here has recognised the emotional impact that a 
medical matter (the wording of a scan result) has had on the patient and her family while informing 
her that this matter is, objectively speaking, not a cause for concern. This can be contrasted with 
medical professionals who treat records as purely objective authorities (Rhodes et al., 2008; see also 
technical medical data). 
Having now seen two cases where doctors have successfully integrated empathic displays 
into their reassurance, consider finally extract 7.9, where the (female) patient actively pre-empts the 
(female) doctor in doing so. As in extract 
 
/F: 42.37  42.56] 
1 I kno:w 
2 Pat: M::m. 
3 oi:ng (0.9) 
4      keeping you (0.3) 
5 Pat: M::[m.] 
6 Doc:    [ g]ently  a[c t]i:ff[:] 
7 Pat:                [Mm.]   [ M]:m. 
8      (0.6) 
9 Doc: is wh[at   we need.] 
10 Pat:      [Yes:.        ] Yes:. 
11 a:th: (0.8) in itse:lf 
12  
13 - harmful 
14      (ºactu[ally.º) 
15 harm  
16      frighten[i:ng at the ti:::me. 
17 IGHTening.   [(Yes yes.)  
18 Com:                              [(Yes it is.)=  
19 Pat: =Y[es:  :       :       :.] 
                                                          
50 evident
or misquotation on her part.  
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20 Doc:   [And we need to help you] manage that. 
 
Between lines 1- ently acti:ff:
M::m.
at lines 11 and 13-14, a:th: (0.8) in itse:lf -  
(0.3) (is/ ) not harmful (ºactually.º  The doctor seems to be continuing her turn after this and, 
based on the previous examples, we can speculate that she was going to empathically recognise the 
does not complete her turn is because the patient herself comes in in overlap at line 15 and says 
that, while she understands that harm ighteni:ng at 
the ti  The doctor, also in overlap, strongly affirms this at line 17 IGHTening.
going on, in data not shown here, to outline some of the practical ways that breathlessness can be 
managed. 
This extract thus illustrates from an interactional perspective a point made in Donovan and 
 that patients can emphasise the impact that their symptoms are 
having on their lives even after being reassured that they are not medically dangerous. It is also an 
appropriate final extract for the chapter as a whole, offering a particularly strong illustration of the 
disparate perspectives that we have seen throughout.   
 
5. Conclusion 
In this chapter, we have seen doctors using empathic displays to bridge the gap between their 
went beyond what could be provided, with the doctors conveying the medical realities while still 
empathising with those wishes. In the second section, we saw doctors recognising that certain topics 
were unpleasant for the patient, despite being useful to talk about. In the third section, we saw a 
case where the doctor offered a piece of advice while recognising how difficult it would be for the 
patient to follow it. In the fourth section, finally, we saw cases where doctors reassured patients that 
their symptoms were not dangerous while recognising why the patients would be perceive them to 
be so.  
Despite the diversity of the examples in this chapter, the overarching point has been the 
same across all of them - that empathy can humanise what would otherwise be a cold, detached 
process. Through their empathic displays, the doctors in these examples have shown that they are 
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displaying a somewhat caring  
This chapter has thus illustrated one of the functions that empathy can perform outside of 
the responsive position in which it has traditionally been studied. In the next chapter, we will see 
another such function. 
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Chapter 8 
 The medical agenda as an outgrowth of the 
 
 
Introduction 
In the previous chapter, we saw how 
feelings at moments when those feelings diverged from the medical agenda. That chapter was thus a 
- n which 
they have traditionally been studied.  
This chapter will further illustrate this with cases where doctors display their understanding 
ical agenda. We will consider three 
interactional problems which such displays can help to overcome, in three sections. The first 
( features a case where the doctor is struggling 
inion on the best course 
 features cases where the doctor is compelled to describe the rationale behind their 
rec  features a case where the doctor 
must introduce a sensitive issue (talking about the future) to the co
, meanwhile, features the analysis of a single extended sequence in which several of the 
problems (and, indeed, solutions) considered in this and the previous chapter occur in quick 
 brings together the findings from both this and the 
previous chapter.  
 
1. Determining the recommendability of a treatment 
Extract 8.1 begins as the (male) 
discussing the possibility of the patient going back onto steroids. These steroids had caused his 
stomach to bleed when he used them before and the doctor is talking about the risk of this 
happening again as the extract begins.
 
/D: 13.45 
 14.15] 
1 Doc: at would be the one (0.5) ri:sk of being on 
2      the steroi  
3 Com: Yea::h. 
4 Doc: .hhhh .hhhh 
5 Com: ore bleeding, 
6 Doc: No. 
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7      (0.7) 
8 Com:     A[: :  ]nd (.) the sickness is totally gone, 
9  
10 Pat:     Mm-[hm.  ] 
11 Com:        [(So) ] 
12 Doc:        [(No) ] 
13 Pat:     Mm-hm.= 
14 Doc:     =Okay. 
15 Pat:     [ºTotally] gone.º 
16 Com:     [Yeah.    ] 
17          (0.7) 
18 Doc:      
19          easy at the minute, 
20          (0.3) 
21  
22 Doc:     ºº ºº my kind of [little s-] (.) little synthesis of=  
23 Pat:                            
24 Doc:     it.= 
25 Pat:     =WELL I:: e:nd. 
26          So that[     ] I fee e:nd= 
27 Doc:            [Yeah.     ] 
28 Pat:     =and  crap at the moment.  
29 Doc:               [Okay.]                     Okay. 
30          (0.3) 
31 Doc:     .hhh  
32          (.)  
33 - in the- in the sense of it (.)  
34          feeling cra:p at the minute, .hhh= 
35 Pat:     =ºMm-hm.º 
36 Doc:     Is it wor:th taking the risk o::f (0.3) some ste:roid that           
37          might help the pain:, Might help your appetite, Y- your 
38          energy, 
39          (0.3) 
40 Pat:     [Mm-hm.] 
41 Doc:     [.hhhh ] The ri:sk i:s (.) you might go out with a (0.9) 
42          bang might be the wrong wor:d but you might have some 
43          blee:ding and it might be a bit messy.
 
This sequence is focused on treatment recommendation. Heritage and Clayman (2010) note that 
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 the doctor 
pursuing it (Koenig, 2011).  
In the present case, the doctor cannot outright recommend steroids to the patient because 
they might have the same unpleasant side effects that they did before. Nor, though, can he veto 
them, because they could none In this 
situation, the patient must ultimately decide for himself what the best course of action is. The 
doctor can only list the options (Toerien, Shaw & Reuber, 2013) and help facilitate this decision.  
The doctor begins this facilitation from lines 1- ri:sk
steroids would be stomach bleeding51. This does not, however, elicit a decision from the patient or, 
indeed, his partner, who merely two further biomedical ore 
bleeding, and that the sickness is totally gone, -repeated by the 
ºTotally gone.º a 0.7 second gap, with 
no further uptake by either party.  
The discussion has, therefore, reached an impasse ri:sk
associated with restarting the steroids that the patient and his partner need to consider, but this has 
not brought either party to the decision required of them. Nor, based on the gap at line 17, do they 
seem to be close to coming to one. 
It is in this deadlocked environment that the doctor displays his empathic understanding at 
lines 18- easy at the minute, The function of 
this display is complex, although we can ask of it the same question that we have asked throughout 
this analysis: why is the doctor empathising with the patient at this point?  
The most obvious answer would be that the doc -created 
however, anything in the immediate prior 
talk to suggest that an empathic response of the sort that the doctor does should be forthcoming. It 
is important to emphasise this latter part because the doctor could have responded empathically to 
what the patient and his partner said at lines 5 and 8 ed [that the nausea 
 yet 
would also, of course, have failed to address their reason for presenting this information (which is 
not, after all, as a piece of good news for its own sake52) and derailed the consultation from the issue 
at hand.  
 is therefore disjunctive from the prior talk. Indeed, it is 
possible that the doctor is 
                                                          
51 
Yamakawa (2015), typical of consultations when a decision is not yet ready to be made.  
52 Compare this with extract 4.1, where the patient did indeed present a piece of good news in this way.  
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demeanour (the patient does, in the recording, convey a rather downbeat impression, continually 
looking down at the floor and making only minimal contributions to the discussion). It could be 
argued that this explains what is going on here, i.e. the doctor is responding to a non-verbal 
empathic opportunity. This just shifts the focus of the question, though, because the patient has had 
his downbeat demeanour throughout the consultation. The question would still remain of why the 
nour at this point in the middle of this 
sequence. 
Th  is thus rather inexplicable if approached as purely responsive. 
Its function can, however, be understood with reference to the third -part 
(Frankel, 2009, p. 2). As we saw in chapter 
four, empathic displays, by making claims about their inner emotional states, compel patients to 
confirm or disconfirm their accuracy. By displaying his understanding of the 
emotional experience of his illness at this stage, therefore, the doctor elicits a response which both 
. I fee e:nd and  
crap at the moment. nes 26 and 28). 
Following this, the doctor returns to the issue of the stomach bleeding between lines 33 and 
43. Crucially, however, he returns to it in a different way. With the patient having provided such a 
strong confirmation of his pessimistic emotional s ) of the 
stomach bleeding by weighing it against the benefits that the steroids could have for his impaired 
day-to-day functioning at lines 37-38 might help the pain:, Might help your appetite, Y- your 
energy, The question as to whether the patient should go onto the steroids is thus laid out clearly 
for him and his partner as a cost-benefit analysis pertaining directly to his emotional experience of 
his illness. This is in contrast to the start of the extract, where the steroid was being discussed in 
purely biomedical terms. This reframing is indeed, in data not shown here, successful in bringing the 
patient and his partner to a decision to go back onto the steroids.  
To summarise this extract in F  the doctor has proactively done a 
to this has clarified what is most important to him (the benefits that 
the steroids would have for his day-to-day experience) and brought him and his partner to a 
decision. This is thus a clear case of bilateral decision-making (Collins, Drew, Watt & Entwistle, 2005), 
with the doctor not only facilitating but relying upon the 
decision. It also bears some resemblance to a case analysed by Marshall (1988) in which the doctor 
s 
illness and [suggesting] a therapeutic regimen that is both appropriate medically and meets the 
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gic incursion into the 
Lifeworld in order to obtain or present information crucial for the achievement of 
. 17). 
More broadly, this case is in line with models of shared decision-making, which emphasise 
the importance of recognising that various treatment outcomes will be of differing importance 
depending on the patient (Elwyn et al., 2012)  the patient here might, after all, have felt that 
avoiding the stomach bleeding was more important than increasing his energy and thus decided 
against the steroids. It also accords with research suggesting that, far from being simple 
1; Hudak, Clark & Raymond, 2011; 
Kushida & Yamakawa, 2015).   
The reason for taking this approach can be seen in Landmark, Gulbrandsen and Svennevig 
epistemic expe
2013). In this case, of course, the decision lies entirely in the latter domain. The doctor can tell the 
patient that the steroids might cause bleeding (his expertise) but can say nothing as to whether the 
experience of bleeding would outweigh the potential benefits to his day-to-day functioning.   
Were this the end of the story, the doctor would have had no way to deal with the 
interactional impasse with which he was faced. However, as Landmark et al. (2015) also show, 
(p. 66). By reframing the issue, the doctor is at least telling the patient and his partner that the 
decision lies in their experiential domain, even if he himself has no rights pertaining to the specifics 
of that domain. Put another way, he does have the right to tell the patient that his emotional state is 
relevant even though he does not have the right to tell the patient what that emotional state should 
be.  
The next section will now illustrate how, in addition to determining the recommendability of 
treatments, empathic displays can also be used to account for treatment recommendations that 
have already been made.  
 
2. Accounting for a treatment  
Extract 8.2 begins as the (female) doctor is describing for the (male) patient and his (female) partner 
a drug that could help his feelings of panic during episodes of breathlessness.
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hearing that things are not easy [P23/F: 50.19  50.57] 
1 Doc: So a drug that someti:  
2      that in lower doses-  
3      but in lower doses .hhh (.) i- it hhelps people to sleep 
4      bhetther. 
5      (0.8) 
6 Pat: [(Mm.)] 
7 Doc: [(And)] can sometimes: (.) improve your appeti:te. (.hh) And 
8      it does seem to reduce some of those kind of episodes when you 
9      get shaky: and 
10      (0.5) 
11 Com: M::m. 
12 Doc: distressed. 
13      (0.3)  
14 Pat: Mm. 
15 Doc: i:ght. 
16      (0.9) 
17 ) quhite khheen to try that if you 
18      were up for it. .hhhh 
19      (1.2) 
20 Doc: What do you [think.    ] 
21 Pat:             [(ºIf y-º  
22 o:w  
23      easy, 
24 hight.º)] 
25 Doc:    [          (And/I-)] (.) :ll that 
26      w[e   c] an (0.5) to improve things. 
27 Pat:  [Yeah.]                            Yeah. 
 
As noted in the previous section, treatment recommendations typically require patient endorsement 
(Heritage & -
participation in the project of determining whether a treatment was recommendable or not. In 
extract 8.2, on the other hand, the doctor seemingly has no doubts about the treatment that she is 
recommending. Put another way, where ; Stevanovic, 
2013) in the previous case was rather shallow, in this instance it is steeper, with the doctor making a 
clear recommendation (Toerien et al., 2013) at lines 17-18: º º (0.5) quhite khheen to try that 
if you were up for it  
The patient himself does not respond to this recommendation, however, leaving a 0.9 
second gap at line 16 han an 
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2005a, 2005b, 2006). A patient withholding endorsement 
the 
doctor here does at line 20, 
T e at line 21 (ºIf y-º) if you think 
-committal answer, at lines 22-23 and 25-26, is 
to account for her recommendation by displaying her empathic underst Well I thINK (.) 
o  
improve  
Peräkylä (1998, 2006) on doctors accounting for their diagnoses). While accounts for treatment 
accounts in medicine, the research that does exist suggest that doctors do them when patients resist 
their recommendations (Angell & Bolden, 2015; Parry, 2009; Stivers, 2005a, 2005b, 2006). Stivers 
(2006), for example, features a case where a doctor repeatedly accounts for his treatments to the 
parents of a child who are not responding to or acknowledging his recommendation (see also 
Heritage, 2005; Peräkylä, 1998).  
accepting it), his responses are rather conditional and are certainly not as affirmative as they could 
be. If his silence at line 19 ), his 
response at line 21 
potential signal llo & Roberts, 2001, p. 250).  
The doctor is thus accounting for her treatment recommendation in response to the 
on here, however, because - as Angell and Bolden (2015) suggest in a psychiatry context  accounts 
can be analysed based not just on the reasons for which they are done but also on the form that 
they take. This point is particularly important here because accounts are, like formulations, a vast 
practice unto themselves (see, for example, Buttny, 1993) that only become empathic when they are 
- (Levinson, 2013) as such. In this case  only 
because it is grounded in the pat - she is recommending the treatment 
 
-
-attentive 
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examples are very similar to extract 8.2  for example, a psychiatrist showing her understanding of 
53 -
accounts that they show are empathic in this way, though, and the two terms are not 
interchangeable. Empathic accounts are thus one subset of client-attentive accounts, which are in 
turn one subset of treatment recommendation accounts, which are in turn one subset of accounts 
more broadly. All of this relates back, furthermore, to Landmark et al. (2015), with the doctor 
be her recommended treatment. 
Given this, a final question about this extract is why the doctor does an empathic account in 
particular. This question can be partially answered by considering the treatment that the doctor is 
recommending. While this is, based on her description, a biomedical treatment, it can also help the 
shaky: and essed An empathic account is appropriate here, then, 
. 
- Koenig, 2011; 
  The patient here is himself apparently 
-
- account 
l & Bolden, 2015, p. 49). Why the doctor would feel it 
necessary to counter this can only be speculated upon, although clearly choosing a treatment based 
purely on her expertise would be somewhat out-of-step with the patient-centred philosophy of 
palliative care. 
It is worth seeing another example of an empathic account that is rather different from 
extract 8.2, if only to develop further a point made in the discussion so far. With this in mind, 
consider extract 8.3, which comes as the (female) doctor is explaining a nursing service for the 
(male) patient and his (female) partner, describing the benefits of this service.
 
/B: 42.37  42.58] 
1 Doc: So thEy can:: (.) con  come and visit you 
2      at ho:me .hh and can review things. They can prescri:be 
3      medication [        so (0.3) Or]= 
4 Com:            [Oh right. Right. Yeah.      ]               [Yeah.] 
                                                          
53 Angell and Bolden (2015) themselves regard this as empathic.   
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5 Doc: = they can contact the gee-pee: (0.3) an:d o:w dis[cuss   ]= 
6 Com:                                                       [Yeah.  ] 
7 Doc: =[(it >> with (the) gee-pee -<<) 
8 ] 
9 Com:                              [Yeah.]  
10 e:  struggling emotionally, 
11 Com: Yeah.= 
12 at front as well< becaus:e 
13      (.) not easy for either of you.  
14 Com: No. 
 
Between lines 1 and 7, the doctor describes the role that the service can play in prescribing 
medications, interspersed with receipts from the patient and his partner. At line 10, the doctor goes 
motionally, Following a 
 at lines 
12-13 pport might be required 
 easy for either of  
As in extract 8.2, the doctor here is doing an empathic display to account for a 
recommended course of action. Whereas in extract 8.2 the account was given in the face of the 
however, the account in extract 8.3 is 
built into the original recommendation. While this is not in line with the observations made above, it 
can be explained. Notice that, as the doctor describes the other aspects of the nursing service 
between lines 1 and 7, she repeatedly offers a small expansion about why or how it can be useful. 
emotional difficulties which it might be useful in addressing. In short, the doctor here is doing a 
clai and why the display is not lingered or expanded upon. This 
example is thus rather different from the previous, showing that empathic accounts are not 
homogenous even within themselves.  
Overall, this section has again highlighted 
feelings to the medical agenda via the suggestion that the latter is being driven by the former. The 
next section will now show yet another way in which this link can be formed.  
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3. Broaching a difficult topic 
Consider extract 8.4, which begins as the patient and his partner are describing how their children 
 
different [P06/D: 46.47  47.43] 
1 Com: I think we've been quite lu:cky with how they've (1.2) reacted 
2      both of them. 
3 Doc: M:m. 
4      (3.0) 
5 Doc: Good. 
6      (0.9) 
7 Doc: .hh 
8      (0.6) 
9 Doc: But I- (uhh) .h (0.3) > <=I'm (.) 
10      guessing becau::se (0.7) actually you- you g- - you're 
11      getting your head around one thing, (0.6) And then actually 
12      y ) feeling like it's shifting 
13      fa:[s:t, ]  
14 Pat:    [Yeah.]  
15      (0.6) 
16 Pat: [(   )-]  
17 Doc: [ e] got to s- (Well) not quite start agai:n but you've 
18      got to get your head around [something] ( ) slightly= 
19 Pat:                             [Mm-hm.   ] 
20 Doc: =different, 
21 actly what I said to Amy the (other d[ay- the other]= 
22 Doc:                                               [(Ye::s.    ) ] 
23 Pat: =week) wasn't it.=It - (.) a]s soon as you (0.8) get your= 
24 Doc:                       [   (Mm.)]  
25 Pat: =head together with this  
26      (.) 
27 Doc: Yeah. 
28 Pat: tk. tk. changing. 
29  
30 Pat: =It's [always changing.  ] 
31 Doc:       [a moving          ] 
32 Pat: Yeah.= 
33 Doc: =target real[ly.)] 
34 Pat:             [  Ye]ah. 
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35 Com: M:::m.  
36 Pat: Mm. 
37      (0.9) 
38 Com: ºMm.º 
39 Pat: ºMm.º  
40      (1.1) 
41 Doc: Okay. 
42      (2.1) ((Pat smiles and exhales through his nose)) 
43 Doc: pt. .hh And um (2.8) clearly there's enough going on at the 
44      minu:te, 
45      (0.3) 
46 Doc: I don't know what- what you do in terms of kind of (l-) 
47      fu- y'know (.) gazing into the futu:re and if: (.) any of that 
48      would be useful to .hhh <chat through or not at the moment.> 
 
This extract is similar to extract 8.1 in that the doctor is using an empathic display in an initiatory, 
rather than responsive, way. Unlike that extract, however
moved along a  opening up 
discussion about planning for the future, which is an important part of palliative care practice. 
Consider, first of all, lines 1- general assessment about 
the preceding topic  been quite lu:cky with how [their children have] 
reacted  M
 beginning another TCU at line 9 -
abandoning this TCU is, of course, unknowable, but it can speculated 
appropriate because it would imply a contrastive relationship with what has come before. As we 
shall see, though, the new topic has no clear relationship, contrastive or otherwise, to the topic of 
54.  
It is after his abandoned TCU that the doctor does his empathic display, which runs from 
lines 9-13, 17-18 and 20. This is a complex, extended display in which the doctor does three 
 
preface to the second move, which is to show his understanding of a feeling that the patient has 
described earlier in the consultation. Specifically, the doctor is showing his understanding of how the 
patient feels as though his you're getting your head around one thing, 
a  
                                                          
54 This assumes, of course, that the doctor was doing another version of what he ultimately ends up doing  
 152 
 
t line ) and the 
doctor, in turn, infers a further feeling at lines 17-18 and 20, suggesting that the patient might also 
find it difficult to keep up with the speed of the developments: - (Well) not quite 
start agai:n but you've got to get your he ifferent,  Again, the 
patient agrees with this between lines 21 and 30, confirming that it is, in fact, something that he and 
his partner have discussed themselves. 
As with previous extracts, the question here is why the doctor is doing this at this point. As 
noted above, the patient has indeed talked about feeling that his illness is progressing rapidly earlier 
in the consultation, but that hardly explains why the doctor would elect to show his understanding 
of that feeling here, at a complete topical disjunction from the preceding talk.  
This question is answered by the literature on broaching the topic of the future in serious 
health contexts. One of the practices found in this literature is for doctors to link futu
potentially worry indicative theme that was mentione
respo  the same 
 
perceiving his illness to be progressing rapidly and empathically inferred that the patient might also, 
nfirmations even 
here, and can also see a similar outcome to that extract, with the doctor taking the feelings that the 
patient has confirmed and linking them to the medical agenda. In extract 8.1, the link was to reframe 
the issue of the patient taking steroids in experiential terms. Here, on the other hand, having the 
thin the 
consultation which is relevant to (and could, perhaps, alleviate) those feelings  na
8 gazing into the futu:re ). The patient and his partner do in 
fact, in data not shown here, ta  
The doctor has thus introduced a topic here by (i) showing his understanding of a feeling 
a:s:
confirmation of that feeli
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something diff
additional feeling, raising the possibility of talking through these future matters as part of the 
consultation. As earlier researchers on this topic have noted, the advantage of broaching the future 
relevant and are thus something th
e resemblance to 
M
on a topic before then offering their own perspective, t
view.  
This is, like accounting, a broad practice, which only overlaps with empathy when the item 
clear from extract 8.4, where the doctor proactively touches upon a worry that the patient and his 
partner had, in fact, discussed between themselves recently. He thus introduces future planning as a 
1993, p. 301). This is consistent with what we have seen elsewhere in this chapter, where the 
medical agenda.  
 
4. A single case 
This chapter has so far considered empathic displays used in the process of determining the 
recommendability of treatments, accounting for recommendations and broaching the topic of the 
future. For this final section, we will consider an extended segment from a single consultation in 
which all three of these types of display are used (along with some of the types of display seen in the 
previous chapter).  
partner. Her friend Kirsten, also present in the interaction, has said that it is particularly difficult for 
the patient to be alone now that she is ill, though ha
daughter are there to support her. As the extract begins, the (female) doctor is asking the patient 
about whether she has considered getting professional help about the loss of her husband. 
 
Extract 8.5 (1): Yo /F: 33.22  
34.37] 
1 Doc: And  what- and what about mo:re kind of help in: (0.6) 
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2      in maybe moving forward a little bit.=Of- have you had any 
3      ki::nd of help 
4 Pat: .hhh 
5 Doc: with regards to losing your husband and- and how you might 
6      (0.7) ((Patient shakes head))   
7 Pat: pt. .h[ h]  
8 Doc:       [ºN]o.=º 
9 Pat: =No. 
10      (0.4) 
11 Pat: Nho. .h[hh     Y]ou mean counselling I gue:ss.  
12 Doc:        [ºOkhay.º]                              Yeah. 
13      [Kind of. Kind of.   ] I- I- I think coun  
14 Pat: [         Yeah. Yeah.] 
15 Doc: =a word I al[ways] favour,  
16 Pat:            [No. ] 
17      (0.5)  
18 Doc: But (0.3) may[be w ays of-] 
19 Com:              [ (Talked  ab]out.) 
20      (0.5) 
21 Doc: talking abou:[t   it ] to try and help you (0.9) [      move]= 
22 Pat:              [~Yeah.~].                          [Eghehhh   ] 
23 Doc: =forward. 
24      (0.3)  
25 Pat: .fff fff .hh Poss  
26      (1.0) 
27 Doc: [Okay.] 
28 Pat: [  Not] yet.=I- I- (.) um pt. hhh (1.2) everything at the 
29      moment is- is building up. 
30      (0.6) 
31  
32      (0.6) for Christmas::, 
33      (0.8) 
34 Pat: Possibly when we start (0.3) New Yea:r (0.5 think 
35      agai::n, 
36      (0.5) 
37 Doc: ººOkay.ºº 
38 Pat: Uh::: you know (.) [>>just] a  
39 Doc:                    [(    )]                                   
40 Doc: ºOkay.º       
41 Pat: to take in. Yes:.  
42 Doc: Okay. 
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43 Pat: Eheheh.  
44 Doc: Okay. 
45 Pat: Ehhehh.=  
46 Doc: =So (2.1) my job is  
47      [you do someth  to] do.=   
48 Pat: [No no. No.                        ]     =No of cour[se not. ] 
49 Doc:                                                     [Alright.]    
50 Doc: And I g[u e]ss- (.) (um that) >I earing that loud and clear<= 
51 Pat:        [No.] 
52 Doc: =you o that at the m[oment.                ] 
53 Pat:                                   [((Nodding)) (ºYheah.º)] 
54      Moment. [Mm-hm.    ] 
55 Doc:         [But al]  Okay.
 
At lines 1-3 and 5, the doctor asks the patient if, in addition to the support she receives from family 
maybe moving forward a little bit death of her 
husband. The patient first responds in the negative at lines 6 (non-verbally) and 9 
( h ), before clarifying, at line 11 ounselling  The doctor 
responds at line 13  what she was talking about, though goes on at lines 13 
and 15 with the 
e was referring between lines 18, 21 and 
23,  talking abou:t it  to try and help you (0.9) move forward
patient responds negatively to this suggestion between lines 25 and 41, noting that, with Christmas 
too much to  38 and 41).  
The doctor responds from lines 46-47 by clarifying that she is not trying to coerce the 
So (2.1) my job is you do
her understanding of this at line 48 50 and 52, the 
ear o 
that at the moment.  
 Lindström & Weatherall, 
2015) in a way that we saw in greater detail in the previous chapter.  
The patient shows her understanding of this at line 53 (ºYheah.º  and the doctor, at line 
55, accounts for why she originally raised the possibility of the patient talking to someone about the 
she 
doctor gestures towards Kristen as she says this). While the doctor does do this account in response 
ry, 2009; 
Stivers, 2005a, 2005b)), however, 
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Indeed, she then drops the topic of the patient talking to someone about the loss of her husband in 
favour of the next topic (talking about the future), which she broaches in extract 8.5 (2). The final 
line of extract 8.5 (1) is included for clarity.
 
Extract 8.5 (2): Things are feeling much harder [P43/F: 34.26  35.03] 
1 Doc: al  (.) Okay. .hhhhh 
2      (0.4) 
3 Doc: also hearing is that (1.5) (ººthatºº) things a::re 
4      feeling (0.4) much harde:r, (0.5) With  
5      re[ga:rds to your] 
6 Pat: = [.hhh        ºY]es: [: : : : .º    ] 
7 Doc:                       [brea:thing and] what you can manage to 
8      d[o.   ]  
9 Pat:  [Yeah.] 
10      (0.4) 
11 Doc: .hhh And I guess: (0.4) someti:mes that makes: people think 
12      about (1.8) what the future might look  
13      [like for the:m.] 
14 Pat: [pt. .hhh      E](.)xactly. Yes:::. 
15      (1.2) 
16 Doc: And is that something that you __ 
17 Pat: ((Coughs)) .hh Well it keeps coming to the f::orefront of my 
18      (0.3) .hh my mind,=>and thenna just< (0.8) .hh brush it awa:y. 
19      you know. 
20      (.) 
21 Pat: pt. .hh Can hheheh.
 
We can see here another example of the future-broaching practice (Parry et al., 2015; Peräkylä, 
1995) previously seen in extract 8.4. It was noted there that this practice tends to be topically 
disjunctive (Peräkylä, 1995), and this is indeed the case here. In extract 8.5 (1), the topic under 
discussion was the possibility of the patient talking about the loss of her husband. In extract 8.5 (2), 
on the other hand, the doctor is introducing the possibility of planning for the future.  
Notice, though, that she accomplishes this transition by mirroring the empathic display with 
al
with wh also hearing is that (1.5) (ººthatºº) things a::re 
feeling (0.4) much harde:r, (0.5) With rega:rds to your... brea:thing and what you can manage to 
-5 and 7-8
absence of clear topical contiguity, a practice which bears some resemblance to a case analysed by 
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-driven topic change. 
Antaki (2014), similarly, 
considers a similar practice in helpline calls.  
A more significant point about extract 8.5 (2) is how the doctor actually accomplishes the 
 the doctor goes on at lines 11-13 to suggest an 
a I guess: (0.4) someti:mes that 
makes: people think about (1.8) what the future might look like for the This is similar to extract 
8.4 both in its structure and in the way that the se
n the patient in particular).  
Unlike extract 8.4, though, where this practice successfully [elicited] a further account of 
 (Peräkylä, 1995, p. 257), the patient here does not respond by 
(.)xactly. Yes:::. before leaving a notably large 1.2 second gap at 
line 15. Although this is different to the context in which it was discussed above, this could be seen 
ctly asks the 
patient at line 16 if she has herself thought about these issues, albeit in an elliptical way And is that 
something that you __.  This does indeed prompt an extended response, the beginning of which 
can be seen at lines 17-19 and 21. 
In this extract, then, the doctor has first shown her understanding of a feeling that the 
patient has expressed (finding her physical condition harder to deal with) before normatively 
start thinking about the future). When the patient has not offered her own feelings in response, the 
doctor has directly asked her if she herself has had these feelings. Again, we can see a clear line 
being drawn reating] 
the patient as having already shown that the difficult future topics are relevant and are thus 
 
which precludes its inclusion here. To 
summarise it, she first reflects on the things she might have to take into account in the future, such 
as moving house, before coming back to what she said at the end of extract 8.5 (2)  that she pushes 
things to the back of her mind
forward to Christmas, though also notes that she is concerned about the patient and that she thinks 
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suggestion begins extract 8.5 (3)
 
 
/F: 38.27  39.38] 
1 Pat: But what sort of he:lp (0.7) is av ailable. 
2      (0.7) 
3 Com: hhhh 
4 Pat: Mm. 
5      (0.7) 
6 Pat: .h[h Wha]t:: uh:[: eheheh             ] 
7 Doc:   [Okay.] 
8 Com:                  
9 Pat: heghhh 
10 Doc: Okay. So I (um-) :- lots of things (0.5) 
11      to think about.= 
12 Pat: =Yeah. 
13      (0.7) 
14 Doc: pt. Ok(h)ay. .hh Um (0.4) and mAYbe no: i:me to 
15      open all of those  
16      (wor[ms) because  -£ .hhh] U::m 
17 Pat:     [Mm-hm:.=Ye::s. Yes. Yes.                            ] 
18      (0.5) 
19 Pat: [     Yes.] 
20 Doc: [But maybe]: -  
21      <th::ink abou::t> 
22 Pat: .hh [Yhes::::::::::::.       ] 
23 Doc:     [thinking abou:t those thi]ngs  [(coming up.)] 
24 Pat:                                     [.hhph  Yes. ]  
25      I agr[ee.] 
26 Doc:      [ - (.) [  hear:ing is that it was]=  
27 Pat:                               [.hh Yes:::. Yes::::.       ] 
28 Doc: =<de::vastating> when you lost Franc[is,] 
29 Pat:                                     [ M:]:m. Mm-h[m.]  
30 Doc:                                                  [ E]verything 
31      a:ll felt like it was very out of contro[:l,] 
32 Pat:                                         [ Yh]eah. 
33      (0.3) 
34 Pat: pt. Y(h)eah. 
35      (0.4) 
36 Doc: I guess: (0.3) 
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37 Pat: ºYheah.º 
38 :- .hh is that  
39      to happen for y[ou:,  ] 
40 Pat:                [((Cou]ghs)) Yeah. 
41 Doc: And I gue:ss:: (0.7) two: admissions to hospital (.) close 
42      toge:ther, (0.8)  
43 Pat: .hh [Yes::::.                           ] 
44 Doc:     [It tends to kinda rattle people    ] a little bit  
45      [ =It makes  (0.3) 
46 Pat: [.hh Ye:s. Yes yes:.                    ]         .hh   
47 Doc: wh[ (going on.) Yea:a:h.= ] =Yea::h. .hh So maybe:= 
48 Pat:   [Y(h)eah.=What ne:x:t. Yeah.] 
49      =th:inki:ng (0.6) a bit a[rou::nd     :   
50 Pat:                          [.hh Y(h)eah. Y(h)eah.]                           
51 Doc: =importa:[nt. ] 
52 Pat:          [.hh] Mm-hm.  
53 Doc: What would f::eel ri:ght for you:,= 
54 Pat: =Mm-hm. 
55      (1.6) 
56 Doc: Will stop thi:ngs feeling li:ke   
57      [ a:::ll running away fr]om you:, 
58 Pat: [Yes     :      :     :      :.]       Yes. Yes. 
 
This is one of the more elaborate and extended examples of empathy in this analysis, and certainly 
-
(Angell & Bolden, 2015) account while in the process of recommending a course of action (talking 
about the future), of the sort seen in extracts 8.1 and 8.2. This account is, as the literature would 
suggest (Angell & Bolden, 2015; Parry, 2009; Stivers, 2005a, 2005b), done in response to the 
ctor in extract 8.5 
(2). The practice which worked so well in extract 8.4 has again failed here - talking about the future 
response has been to describe how she does not, in fact, feel ready to do so.  
There are many factors which make this sequence more complex than the accounts seen 
above. The first of these can be seen at lines 14-16 mAYbe no
the ti:me to open all of those (worms -£.
ence 
(Heritage, 2013; Lindström & Weatherall, 2015) of the sort that we saw in the previous chapter. The 
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account that follows is accordingly framed as something that will need to be discussed in the future 
but not necessarily in the present consultation.  
Following the , the doctor recommends that the 
patient should at least start considering her plans for the future at line 20-21 and 23 But maybe: 
-  <th::ink abou::t>... thinking abou:t those things The 
patient again agrees at line 24-26 e er 
- (.) ear:ing is that it was <de::vastating> 
when you lost Francis,  The patient confirms the do  
Yes:::: M::m. Mm- offers an elaboration at line 30 Everything a:ll 
felt like it was very out of contro:l, rees at lines 32 h
Y(h)  
accounting for
struggle with his illness and the pill that the doctor was recommending to relieve that struggle, the 
though, that the doctor is showing her understanding of the pat
:: o:
patient were to inadequately prepare for the future, thus accounting for her recommendation that 
she do so.  
In the previous examples of empathic accounts, the elements noted so far (a recommended 
course of action followed by an account for that recommendation) were sufficient. Here, however, 
the doctor continues to elaborate upon her account at lines 36 and 38-39 by showing her 
friend for the patient not to return to the state of mind 
:-.hh 
is that to happen for you:,  This extra layer of justification can be attributed to a dynamic running 
best interest about which the patient herself has been less enthusiastic. As such, the doctor is not 
she would want the patient to follow 
this recommendation.   
Even this, moreover, 
lines 41-42 she does a version of the practice (Parry et al., 2015; Peräkylä, 1995) seen in extract 8.5 
(2) and extract 8.4. To reiterate, (Peräkylä, 1995, p. 
two: admissions to 
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hospital (.) close toge:ther, -
reaction to that event It tends to kinda rattle people a little bit s 44-45) and linking 
:: (0.3)  (going on.)
and 47). 
Despite using the same practice as was seen before, however, the doctor here is not doing it 
to broach the topic of the future. She has already done this in extract 8.5 (2), after all, where she 
acknowledged that this topic could be left for another day. Rather, she is using this practice here to 
add another layer to her account and to strengthen the link between what the patient has said and 
-
compl What ne:x:
So maybe: th:inki:ng 
(0.6) a bit arou  importa:nt.... What would f::eel ri:ght for you:,
51 and 53) before doing a final summary of the patien
help to alleviate at lines 56-57: Will stop thi:ngs feeling li ay from you:,  
As noted above, this segment is essentially an extended account. The doctor has shown that 
her recommendation that the patient think about the future is motivated by a consideration of her 
feelings, while also suggesting that following this recommendation could be a way of avoiding 
negative feelings in the future.  
What makes extract 8.5 (3) so exceptional, though, is the sheer extensiveness and 
Pomerantz, 1984) was sufficient to elicit an account. In the present case, of course, there is not even 
- the patient has openly said that she does not want to think about the future at 
this time. Given this strong resistance, it makes sense that the doctor has to do a lot of work to 
justify pursuing this topic. Put simply, an exceptional amount of patient resistance here has, in turn, 
led to an exceptional amount of accounting from the doctor.  
It is worth considering a final, simpler example of empathy from this sequence. Following 
line 58 above, the doctor finishes describing the benefits that talking about the future could have. In 
response, the patient notes that she is not sure what other preparations she could make for the 
future. The doctor then describes the sorts of things that the patient might consider. These include 
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Extract 8.5 (4): Sometimes it all gets a bit frightening [P43/F: 41.38  
42.23] 
1 Doc: I guess (.) the othER (.) things to be thinking abou:t (are) 
2      there any other ways that can help 
3 Pat: M(h)m-h[m.] 
4 Doc:        [w eat 
5      tha  
6 Pat: M:[m:m.   ] 
7 gr]eat that i:sed that maybe you 
8      need (0.3) a l[ittle bit mo:re.] 
9 Pat:               [Yes  :  :  :   :]::.  
10      (.) 
11 Pat: .h[h]  
12 Doc:   [O]kay?=   
13 Pat: =Y(h)eah.=Y(h)eah. 
14 Doc: U::u:m .hh but I guess: ) that  
15      other (.) way:s (0.6) [to  >help] with your= 
16 Pat:                                    [Mm-hm.   ] 
17 Doc: breathing.<= eari:ng that (.) >maybe someti:mes<  
18 Pat: Yes::::. 
19      (0.3) 
20 Doc: it a:ll gets a bit frighte[ning and you panic,] 
21 Pat:                           [Yes::. Yes   yes::. ] Yes.  
22 Doc: U::: ou:nt, 
23 Pat:  Y[es::.          And I- I do the- square.55       ]  
24 Doc:   ] you.) 
25      (0.3) 
26 Pat: Yes::. 
27      (0.6) 
28 Doc: U::m (.) I- (0.3) I d  know how much: (0.3) other ti:me 
29       with the physios in the hospita:l (.) with 
30      rega::rds to (.) brea::thing contro:l and stuff. 
31 Pat: ((Shaking head)) (ºº  [No.ºº)] 
32 Doc:                               [No.   ] Okay. .hh So that would 
33      feel something helpful that we could do:, 
34 Pat: Yes::. 
 
At lines 14-15 and 17, the doctor making s::~u::~re (0.3) that ther
other (.) way:s (0.6) to >help with your breathing.<.  Right after (indeed, latched onto) this she does 
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a client-attentive (Angell & Bolden, 2015) empathic account at lines 17 and 20:  
eari:ng that (.) >maybe someti:mes<... it a:ll gets a bit frightening and you panic, This 
recommendation itself rather than being done after the fact in the face of patient resistance. This is 
because the course of action that the doctor goes on to recommend (consulting a physiotherapist 
than the illness per se56. It makes sense, given this, for her to display her empathic understanding of 
the negative emotions (fear and panic) that it could alleviate. 
This single case is thus illustrative in two ways. First of all, it provides further examples of the 
practices from both this and the previous chapter. More importantly, it shows how these practices, 
which were introduced in sections above, do not necessarily play out in such a clearly demarcated 
way in actual interactions. Rather, as this case demonstrates, these practices can be interwoven and 
combined in a number of ways. While this case is certainly unusual, then, in both the degree of 
resistance displayed by the patient and the corresponding work that the doctor does to overcome 
this resistance, it is nonetheless illustrative of a key point made throughout this analysis  that 
empathy cannot be confined to a particular slot but, rather, runs throughout palliative care 
consultations. The broader implications of this point will be discussed in the next chapter.  
 
5. Conclusion 
This chapter has considered how doctors can empathically link 
however, that makes the cases we have 
seen so notable  because why, if this is a taken-as-read feature of medical practice, would doctors 
need to bring it to the surface so explicitly?  
As we have seen throughout, there are numerous interactional problems that can lead to 
feelings, thus helping determine the recommendability of a treatment. In section two, we saw how 
doctors could empathically account for their treatment recommendations, either in response to 
patient resistance or rhetorically. In section three, we saw how a doctor empathically broached the 
-
relevant feelings before linking those feelings to the practical matter of talking about the future. In 
                                                          
56 Indeed, she indicates at lines 4-5 and 7-8 that, 
attended to 
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section four, finally, we saw a single case in which many of the practices considered in the preceding 
sections occurred in relatively quick succession.  
As diverse as this array of examples has been, however, the same fundamental point can be 
derived from all of them: that empathy ensures that the medical agenda is being motivated by the 
patie
was used to bridge the gap when the medical agenda was diverging from  
More fundamentally, though, both chapters show ho
feelings relevant at points where they might be otherwise be forgotten. The doctors in both chapters 
have, after all, been dealing with practical matters, whether that is prescribing a treatment, 
analysing a scan result or deciding where the patient wants to be at the end of their life. Such 
matters could be approached in a purely practical way, driven by rationalistic considerations of what 
would make the most biological or financial sense. Through the use of empathy, though, the doctors 
in these chapters have treated patients as having thoughts, feelings and desires of their own, which 
the medical agenda can either serve (the previous chapter) or run up against (this chapter). These 
chapters in particular thus highlight the link (discussed at length in chapter one) between empathy 
and patient-centeredness in medicine. They also accord, broadly, with the findings of Hepburn and 
Potter (2007) and Ruusuvuori (2007), who similarly show how empathy can be integrated into 
institutional tasks. 
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Chapter 9 
Discussion and conclusion 
 
Introduction 
We started this thesis with many abstracted, theoretical notions about empathy in palliative care 
(along with a working definition57) but no idea of how these notions might look when put into 
practice. Although we saw how palliative care training materials give examples of how to empathise 
with patients in interaction, these examples are idealised, with no indication of their provenance 
(see  and Vehvil inen (2003) for a similar theory-practice gap in psychotherapy). Research 
grounded in actual palliative care interactions, meanwhile, has been sparse in general and virtually 
non-existent on empathy in particular. This thesis has thus provided the first detailed analysis of 
empathy in palliative care grounded in actual interactions.  
This chapter is divided into four sections. The first section ( ) outlines 
the main points from each analytic chapter. The second section ( ibutions to medical 
 discusses the implications of these findings for the medical communications field. The 
third section ( discusses the implications of these findings 
for the CA literature on empathy, emotion and related topics. The fourth section (
 outlines some of the shortcomings of this thesis and proposes some 
ideas for future research to address these s  brings 
everything together into a summary conclusion.  
 
1. Summary of findings 
The aim of this thesis was to analyse empathy in interaction in palliative care. The analysis was 
developed across five chapters, with the first covering the designs via which doctors could 
empathise with patients, the second and third outlining the contexts in which doctors could 
empathise with patients responsively and the fourth and fifth highlighting the ways in which doctors 
could build empathic displays into their ongoing clinical tasks. 
Chapter four ( The responsive empathy sequence  considered in isolation how palliative 
care doctors empathise with patients. Firstly, we saw doctors showing their understanding based on 
what patients themselves had said, reworking their talk to highlight an affective stance expressed 
within that talk. Practices for showing empathy in this way included so-prefaced formulation and 
their own knowledge, grounded either in normative understandings or in their expertise. Practices 
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for displaying empathy in this way included two different types of assessment. Finally, we saw some 
of the non-semantic ways in which doctors could empathise, such as response cries. This chapter 
concluded by noting that, although analysing empathic displays in isolation can tell us about their 
design, we would need to consider their sequential context to understand what these displays 
actually do in palliative care.  
In chapter five (  The topicalisation of emotions in 
palliative care consultations  
empathised with, seemingly, for the sake of topicalising and empathising with them. We started with 
a case where the doctor directly asked the patient about his emotions, soliciting an extended 
troubles-
matters in a biomedical sense, we saw how she facilitated and empathically responded to the 
 
introduced 
psychosocial matters, a case where psychosocial matters were touched off by a biomedical 
the consultation went on, was became linked into the medical agenda. 
Despite their differences, the recurring point across these extracts was that doctors in 
palliative care show a greater willingness to facilitate discussion than previous research in other 
medical environments has indicated. It was thus suggested that, in their willingness to topicalise 
between general practitioners and psychotherapists. 
In chapter six  tasks we saw how 
doctors show their empathic understanding as part of task-driven sequences. These were cases, 
then, where the emotional matter under discussion was indeed something that the doctor could do 
something about. We thus saw examples in which doctorable matters, particularly physical 
symptoms, had had a psychosocial impact on the patient. The doctors throughout this chapter were 
ions as part of psychosocial sub-sequences, without 
deviating from the mai
inherently emotional nature, meaning that the psychosocial and the task-driven were wholly 
integrated. 
At the end of this chapter, it was noted that the analysis thus far had been concerned with 
-part 
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data, there were also cases that fell outside of it. These cases would thus be the focus of the next 
two chapters.  
Chapter seven  Empathy as a way of bridging  
 
bridging the g
that there was a disparity between these two perspectives and how the doctor dealt with this 
disparity. 
Firstly, we saw moments where patients expressed expectations that went beyond what 
could be provided, whether that was wanting a treatment to be more effective or wanting to go to 
the hospital at the end of life in the belief that they could receive treatment there that they could 
not receive in the hospice. We saw how doctors conveyed the medical realities (that the treatment 
had been effective and that the hospital would be no more capable of keeping the patient alive than 
the hospice) to these patients while still showing their understanding of the experiential perspective 
underlying their wishes. 
(particularly death and dying), while being important to talk about from a medical perspective, could 
be difficult for the patient to talk about from an experiential perspective. In the next section, 
meanwhile, we saw a single case where a patient complained about a piece of advice (to exercise) 
that she had received at the hospital. We saw how the doctor reiterated this advice (which was, 
from a purely biomedical perspective, valid) while also showing her understanding of how difficult it 
would be for the patient to follow it. 
In the final section, we saw cases where doctors reassured patients who had, for various 
reasons, come to believe that they were in more danger than they actually were. We saw how the 
doctors could explain the medical facts to these patients while also showing that they understood 
how their experience of their illness could lead them to feel that it was more serious than was 
actually the case. 
Overall, 
slot in which it has traditionally been studied is to reconcile and deal with disparities that between 
-driven (Heritage, 2013) perspectives.  
In the eighth chapter, and final analytic chapter  
The medical agenda as , we saw how the doctor could 
ngs. In 
the first section, we saw a single case in which the doctor empathised when helping the patient and 
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his partner come to a decision about a treatment. We saw how the doctor first showed his 
potentially alleviating that state of mind. In the next section, meanwhile, we saw how doctors could 
empathically account for their treatment recommendations when patients resisted them. We saw, 
specifically, how doctors showed their understanding of the difficulties that patients were going 
through, thus demonstrating that it was this understanding driving their recommendations. In the 
, 1995) such 
as death and dying. We saw they could link these topics to sentiments that the patient had already 
expressed, thus avoiding having to unilaterally impose them onto the consultation. 
In the final section, we saw a lengthy single case where a patient showed extensive 
mpathically responded to this 
resistance in ways that had been featured in both this and the previous chapter, thus giving a better 
idea of how empathy could help along extended task-driven sequences. 
ide of the responsive position in 
which they have traditionally been studied, highlighting how doctors can ensure that the medical 
 
 
2. Contributions to medical literature 
This thesis opened with the underlying principles of palliative care, as laid out by Cicely Saunders. 
holistic way (Saunders et al., 1996). We also saw how these principles were a reaction against a 
biomedically-driven form of medicine in the post-
role and, consequently, neglected the needs of dying patients who were past the point of being 
cured (Clark, 1999a; Clark, 2007; Miller, 1992; Saunders, 2001; Sheldon, 1997; Twycross, 2002). We 
also saw how these principles related to a wider debate about the stance that doctors should take 
of palliative care thus reconciles the two sides of this dialectic, providing treatment that is both 
biomedically-grounded and emotionally attentive (Baines, 2011; Rome et al., 2011; Saunders, 1964 
cited in Saunders, 2001; Saunders, 2001). 
The analysis revealed the ways in which doctors in actual interactions perform this 
reconciliation. We saw, first of all, how doctors can create the space for patients to talk about their 
emotions, either by directly soliciting them or by allowing patients to raise them (chapter five). We 
also saw how they can show their empathic understanding in the process of carrying out traditional 
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biomedical tasks (chapter six), and how they can integrate empathic displays into such tasks, 
showing their understanding when the medical agenda diverge
seven tions to that agenda (chapter eight). This thesis has for the first 
of creating a form of healthcare which treats the biomedical and the psychosocial in an integrated 
way.  
How can these findings be practically appli
nonetheless be applied in the more informal way that both they and others (e.g. Antaki, 2011) have 
noted. Such applications would be particularly obvious with the fourth and fifth analytic chapters, 
were plainly apparent. 
Sequences like this could thus be shown as examples of how these interactional problems can arise 
and be addressed by doctors. The first analytic chapter could also be applied inasmuch as it shows 
how empathy has been conveyed in real interactions, contrasting with the typical textbook approach 
of providing idealised examples of empathic displays. 
Applying the second and third analytic chapters, on the other hand, would be harder 
because the empathic displays in these chapters were not linked to concrete interactional issues. 
Indeed, from a purely task-driven perspective the empathic displays within them were superfluous. 
disclosures and 
could still, however, be conveyed. The exact channels via which this could done, meanwhile, are 
beyond the scope of this thesis, although they would no doubt be similar to the examples given by 
workshops, teach-back sessions, continuing medical educat  
This discussion so far has suggested that the findings from this thesis are linked to palliative 
care as a kyl & 
Vehvi linen, 2003) which underlie it. There remains the broader question, however, of whether they 
can be applied to non-palliative medical settings.  
While a definitive answer to this question will require further research (see below), we can 
at least say that the applicability of these findings seems to vary. Take, for instance, the cases we 
saw in chapter five, where doctors gave patients the space to tell extended stories about matters 
that were not doctorable (Heritage & Robinson, 2005) in a traditional biomedical sense, breaking 
, 1992). It was 
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noted in that chapter that these findings were at odds with earlier research in primary care. The 
question, therefore, is whether primary care doctors could reasonably be expected to create space 
l disclosures in the same way. 
With the above caveat about the need for the further research in mind, along with a further 
caveat against one-size-fits-all answers, it would appear that, on the whole, they could not. Again, 
after all, GP consultations in the UK are simply shorter (around 10 minutes (GP appointments and 
bookings, 2016)) than the consultations in the data (just under 33 minutes, or almost 39 minutes if 
only inpatient consultations are included, on average  see, again, table 1 in chapter three). While 
there have been calls to double the length of GP consultations, it is hard to see how, even at 20 
minutes, such consultations could make space for the kinds of extensive psychosocial disclosure 
seen in the second analytic chapter. As West (1983 onversational medical 
encounters may be difficult to confine to the typical 15-minute appointment slots allotted in the 
physic  
There is also the question of whether it would even be necessary to create this type of space 
in primary care. The psychosocial issues topicalised in chapter 2 were, after all, very particular to 
palliative care  
illness, the difficulty that family members had in dealing 
the fear of death. Such issues are unlikely to arise in primary care consultations, where the 
conditions being dealt with are generally less serious. An empirical illustration of this point can be 
seen in Barry et al. (2001), who suggest that consultations in which both doctor and patient speak 
ues) 
unfold unproblematically. 
Topicalising emotions at length for purposes that go beyond the purview of biomedical 
doctorability would not, therefore, necessarily be of value in primary care. Indeed, as noted at the 
conclusion of chapter five, palliative care seemingly has a much broader concept of what counts as 
n primary care. However, this does not mean that the findings from this chapter 
could not be beneficial in medical environments comparable to palliative care. These could include, 
for example, consultations with patients with life-threatening (though not necessarily terminal) 
conditions (e.g. oncology) and consultations with patients with chronic conditions in general (see 
problematic only when patients presented with chronic conditions). The difference between these 
conditions and the conditions treated in primary care is that they are more likely to have a 
psychosocial impact of the sort that we saw in the second analytic chapter. Giving patients the space 
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to talk about this impact could thus have the same positive outcomes that we saw in palliative care 
consultations.  
Of course, as was noted at the conclusion of chapter five
are topicalised and discussed for their own sake form a relatively small proportion of the empathic 
displays in the data. Much more common, as we saw in the three subsequent analytic chapters, is 
for empathic displays to either be integrated alongside medical tasks or actively built into medical 
tasks as a way of helping them along. As such, there is greater potential for generalisability to other 
medical contexts with these latter chapters, because the practical limitations are no longer there  if 
a doctor seamlessly integrates an empathic display alongside or into an ongoing task, they are hardly 
deviating from that task.  
Indeed, in cases where doctors build empathic displays into their clinical tasks, these tasks 
can come off more efficiently than they otherwise would have done. Take, for example, extract 5.1, 
where the doctor empathised while discussing treatment options with the patient and his partner. 
Prior to that moment, the interaction had reached a deadlock, with neither the patient nor his 
 
opened up a psychosocial issue which, as it turned out, was vital 
in helping the patient come to a decision.  
This is just one example of an empathic display being used not just as seasoning but as a vital 
ingredient in the work done by palliative care doctors. Such observable, practical outcomes are in 
addition to less observable outcomes, such as patient satisfaction with the consultation. In fact, the 
findings from the Consultation and Relational Empathy (CARE; measure given to 
patients after the consultations revealed that they unanimously perceived both the doctors and the 
consultations as a whole as to be highly empathic.  
Given this, it seems that the integration of empathy into clinical tasks is an achievable and 
desirable goal in all medical fields. While the specific interactional problems encountered by doctors 
will, of course, vary between fields, it is hard to see how solutions to these problems which take into 
development. While it may be that palliative care doctors deal with particularly strong and prevalent 
emotions, this does not mean that the ways in which they do so emotions are exclusive to palliative 
care.  
 
3. Contributions to CA empathy literature 
Chapter two noted that this research would treat empathy not as an abstract, measurable object, 
but as an interactional phenomenon, co-constructed by both doctor and patient (Maynard & 
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Heritage, 2005). This was in line, it was noted, with previous CA work on empathy (Hepburn & 
Potter, 2007; Pudlinski, 2005; Ruusuvuori, 2005, 2007; Silverman & Per kyl , 1990).  
By taking this approach, this thesis makes a key contribution to our understanding of 
displaying empathy. As we saw, the same format (a so-prefaced formulation, say) could be used to 
do different work, either empathic or non-empathic, depending on its content. It was thus 
seen -
that builds on more basic conversational resources, such as questions, assertions, other types of 
utterances, and even non-  
Outlining the practices used to display empathy was only the first stage, though. Previous CA 
-part 
the data where this was indeed the case, we also saw examples in the fourth and fifth analytic 
chapters of empathy outside of this sequential position. Closely related to this was the distinction 
between empathy used to empathise (i.e. the doctor showing their understanding because doing so 
is of value in itself) and empathy used to do other things (e.g. accounting for a treatment 
recommendation).  
other, the problem with such quantifications having already been established. Nor is it to suggest 
that the functions of an empathic display can or should be clearly distinguished from each other  as 
-
point here is simply that, in addition to being made up of smaller actions, empathy can also play a 
role in 
is therefore a synthesis between the one put forward by Wynn and Wynn (2006) and the one put 
forward by Hepburn and Potter (2007) and Ruusuvuori (2005, 2007). -
with empathy itself forming the second tier, the practices that can be used to display empathy 
forming the first tier, and the actions in which empathy can play a role forming the third tier58. While 
preliminary and based on data from only one context, this model goes beyond suggesting that 
empathy can only be done in a set number of ways or for a set number of reasons. It thus clarifies 
our concept of what empathy is and how empathy can be understood in interaction.  
                                                          
58 resource as well as an interactional 
achievement  
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4. Limitations and directions for future research  
The preceding two sections do suggest both the limitations of the present research and ways that 
further research could overcome them.   
Firstly, and most obviously, further research on empathy in palliative care interactions would 
be of value. As was noted at the beginning of this thesis, and as was re-emphasised earlier in this 
chapter, this research marks the first time that empathy has been researched in interaction in 
palliative care (and, for that matter, one of the few times that empathy has been researched 
empirically in palliative care at all). Further research could, first of all, expand upon the aspects 
analysed in this research. With chapter four, this would mean uncovering additional ways in which 
palliative care doctors display empathy. With chapter five and chapter six, it would mean analysing 
more ways in which patient emotions can enter into the interaction and more ways in which doctors 
can facilitate this entry. With chapter seven and chapter eight, it would mean looking at additional 
functions that empathy might play outside of the responsive sequential position. Research into these 
topics would be a valuable expansion upon this thesis, which has been able to present only a 
preliminary overview of them.  
Aside from expanding upon this thesis, further research could also go beyond it. For reasons 
noted in the introduction, this thesis has treated all consultations as candidates for comparison and 
analysis, making no strong distinctions59 
presence of friends and family in the consultation and whether the patient is an inpatient or an 
outpatient. Clearly, though, these factors could all play a role in empathy, making their neglect a 
limitation of the present research and more systematic consideration of them an avenue for further 
research.  
progression and how long they have known their doctor, in a more systematic way. This could be 
done either by recording the same patients over the course of their illness progression (which would 
require a fundamentally different approach to this research, where the protocol specified that 
patients be recorded only once) or by carrying out detailed comparisons between patients based on 
these longitudinal factors (which could, in theory, be done within a data set like this one). Whatever 
the approach taken, the value of such longitudinal research when it comes to terminal illness is 
st Robinson and Heritage (2014).  
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Further research on empathy in doctor-patient palliative care consultations would, then, be 
valuable. Equally valuable would be research on empathy in other types of palliative care 
interactions, particularly nurse-patient interactions60. Historical work on the proper place of 
emotions in medicine has, after all, typically focused on physicians. Given that so much of this 
analysis has explored the link between emotion, empathy and the 
insightful point of comparison. Nurse-patient interactions would also be more spontaneous, 
occurring outside of the prescheduled appointment framework of the doctor-patient consultation. 
Again, this would require a fundamentally different approach to data collection.  
More broadly still, this study highlights the value of research on empathy in environments 
beyond general practice and psychotherapy, both of which have, as established in the introduction, 
been the main focus of clinical empathy research up until now. It was noted at the end of the second 
analytic chapter that palliative care sits somewhere between these two environments in its 
treatment of emotions, facilitating their expression more than primary care without doing the 
complex interpretative work found in psychotherapy. Further research, therefore, could analyse the 
ways in which different medical environments take i
moreover, be extended to cover institutional environments in general, given that the small body of 
work done on empathy in helplines (Hepburn & Potter, 2007; Moore, 2009; Pudlinski, 2005) suggests 
that they too have institutional mandates limiting expressions of affiliation from professionals. 
Finally, it is worth considering directions for further CA research on empathy. As noted 
- athy put forward in this thesis is preliminary, grounded in 
data from only one environment (though drawing upon prior research in multiple environments). 
Consideration of this model in other institutions would thus verify, clarify and, perhaps, modify it, 
giving further insight into this notoriously complex (Hemmerdinger et al., 2007; Ong et al., 1995; 
Pedersen, 2009) phenomenon.  
 
5. Conclusion 
Empathy in palliative care is multi-faceted. This can be seen at the level of design, where empathy 
can be done in multiple ways, and at the level of action, where empathy can be done for multiple 
reasons  
                                                          
60 The potential value of this line of research is in fact suggested moments within the data where nurses and 
patients leave the room and interact separately from the doctor. Although there are only a handful of such 
cases, and although they were not featured in the analysis (falling as they do outside the doctor-patient remit), 
even a casual viewing of them makes it clear that empathy and emotion play just as large, if not a larger, role 
in nurse-patient interactions as they do in doctor-patient interactions. 
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of how it is displayed, or the specific purpose for which it is displayed, this thesis has shown how 
palliative care doctors can integrate empathy throughout their practice, whether they are 
responding to an emotional story, making a difficult decision or giving difficult advice. Attentiveness 
to patient emotions is thus a key aspect of palliative care practice, and one of the ways in which this 
practice can put into practice the ideals which were laid out by Cicely Saunders (1964 cited in 
Saunders, 2001) in her foundational work on the topic. 
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Appendices616263 
 
1. Information sheet given to doctors 
2. Information sheet given to patients 
3. Recording-specific consent form given to doctors 
4. Consent form given to patients
                                                          
61 The materials in these appendices were produced by VERDIS project team members Ruth Parry, Marco Pino, 
Christina Faull, Luke Feathers and Jane Seymour, with input from the VERDIS advisory group (David Barnard, 
Kerry Blankley, Karen Hamilton, Doug Maynard, Nicola Power, Jeanne Rae and Sandra Winterburn). 
62 Note that variants of some of these materials were also produced (e.g. a version of the information sheet 
designed for accompanying friends and family members). Given their broad similarity to the versions featured 
here, though, these variants are not included. Note, also, that only those materials relevant to my time 
participating in data collection (information sheets and consent forms) are included here, and that a much 
wider range of materials were used on the VERDIS project as a whole. Finally, note that the formatting of these 
materials here is not necessarily identical to the versions that were given to participants.  
63 Parts of these materials have been anonymised. 
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